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Medical Care in New Mexico 


GEO. T. COLVARD, M.D. 
Deming New Merxico 


N ACCEPTING the presidency of the New Mexico 

Medical Society I do so with a realization that 
many and diverse influences are to be encountered 
and that some solution must be offered if organized 
medicine is to be continued on its high plane of 
the social order of the present day. Consideration 
of some of these problems with some suggestions for 
meeting them will be the object of this paper. 

Primarily the ever-present and portentous threat 
of subsidized or “State Medicine” will be consid- 
sidered. Heralded by the majority of the press and 
advanced by government agencies as a panacea for 
the supposed inadequacy of medical care, subsidiza- 
tion of our profession stares us in the face. The 
ballyhoo type of publicity is arousing the public’s 
interest and obtaining a reception for which no log- 
ical basis or reasoning can show cause. Probably 
not 10 per cent of the press attempts to even show 
two sides to the question. Any attempt to show the 
evils and inefficiency of the panel system of medi- 
cine is promptly soft-pedaled. “Freedom of speech,” 
long an alien of this country, is justly defended by 
members of the organized press, but were the same 
subsidization of the press attempted which is being 
proposed now for medical care, long and indignant 
protests would be heard. “Freedom in the choice of 
doctors,” selection of hospitals and exercise of per- 
sonal opinion in such matters are as basic in the 
principle of Americanism of today. The medical 
profession is represented as a weak, infirm, old pa- 
tient so badly in need of treatment that a paternal- 
istic government must offer the cure-all, the said 
cure-all being a dollar-encrusted pill coated with 
smooth-spoken plans to be administered by a lay- 
man-controlled social service mark in the guise of 
a@ nurse. 

In our own state presented to the last legislature 
was a bill or bills providing for purchase of sound 
trucks to further educate, broadcast and spread 
more “ballyhoo” over the state presumably. Recom- 
mendations for some twenty additional health offi- 
cers and sanitarians for taxpayers’ support would 
scarcely be justifiable looking at the present con- 
dition of our taxpaying public. It would not seem 
amiss to urge members of the Public Health De- 
partment to remember that primarily they are 
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members of the medical profession, and we are ever 
willing to help them solve their problems by mutual 
discussion and advising each other and the public 
will best be served by such an approach rather than 
by forcing methods through via of legislative chan- 
nels. 

All proposals for state or socialized medicine have 
as their basis the supposed “inadequacy of indi- 
gent medical care.” We resent the existence of in- 
adequacy to any other than a local extent. One 
important fact which should at once be realized is 
that the poor person in the United States of Amer- 
ice receives more efficient and extensive medical 
care than the poor of any nation. 

Realizing that conditions which would require one 
solution or “plan” for indigent medical care in 
New York would probably not be the proper solution 
to New Mexico’s widely scattered population, I pro- 
pose that the House of Delegates of this society 
select a committee on “Medical Care and Econo- 
mies” fully authorized to act for, and endeavor to 
present, a workable solution to the agencies con- 
cerned with indigent services. We, as representing 
organized medicine, must take cognizance of a sit- 
uation before we have socialized medicine in one of 
its forms legislated down our throats. I believe it 
is also the professional courtesy and duty of our 
State Department of Public Health to offer our so- 
ciety their plans and proposals to the legislative 
committee, which will extend its full co-operation 
and support after mutual discussion has proved the 
wisdom and soundness of such proposals. 

One of the other existing problems of state-wide 
interest is the laxity of existing state laws which 
has allowed and is continuing to permit the en- 
trance into New Mexico of practically any person 
practicing the healing arts. Little or no require- 
ments exist and the public unsuspectingly and with 
full confidence enters an office in this state with © 
no protection or knowledge of the occupant’s quali- 
fications or whether he is a cultist, quack of a thor- 
oughly trained practitioner of the healing arts with 
a college background. The legislative committee’s 
only successful accomplishment was the defeat of 
the proposed “licensing” of one of these so-called 
healing professions. 

Being a member of this committee this past few 
months has served to show the apathy existing 
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among our own ranks towards support of the pas- 
sage of a basic science law. If this apathy is to 
continue, I believe that we should cease any efforts 
and divert our funds to a more production source. 
It should be said to our own detriment that other 
groups composed of a fractional part of our num- 
ber continue to out-maneuver and out-smart us. 
If our legislative committee doesn’t have the sup- 
port of the rank and file no success will attend our 
efforts. 
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On the bright side of the picture the constantly 
increasing span of life, the marked progress in the 
treatment of diseases, and increased efficiency in 
prevention of diseases, are ample evidence of our 
profession’s progress and development. 

In conclusion, may I state my firm conviction 
that all these problems and conditions will be met 
and solved by an interested and aroused organized 
medical profession, and express the wish that may 
God speed the day. 





Bronchography in the Diagnosis of Pulmonary Disease 


VICTOR STRONG RANDOLPH, M.D. 
Phoenix, Arizona 


N THIS paper the lung is considered as a whole, 
including the alveolar portions and the bronchial 
tubes. 

In 1897 Cannon used an opaque food in the study 
of the stomachs of dogs. Probably in the same year 
Leonard used opaque materials in the study of 
stomach of man. Some ten years later Volcker of 
Germany in making studies of the bladder with 
opaque liquid found that in one case the fluid had 
passed up the ureter and this led to modern genito- 
urinary x-ray studies. Since that time contrast 
material has been used in the roentgenography of 
many portions of the body. Studies are now made 
of the sinuses, brain, spine, pelvic organs, and of 
late even studies of the blood vessels which clearly 
portray these structures. In 1924 Armand and De- 
lille reported studies of the bronchial tubes after 
the injection of poppy oil containing 40 per cent 
of iodine by weight. The iodine was so intimately 
taken up with the oil that none of it was free. The 
use of lipiodol, as they called this oil, rapidly came 
into use for portraying an outline of the bronchial 
tubes. 

ANATOMY 

The lung is constructed about the bronchial tube 
system. The trachea divides at its bifurcation into 
two main branches, which subdivide into two prin- 
ciple tubes leading to the left lung and three lead- 
ing to the right. These subdivide into several larger 
branches, which, in turn, subdivide and eventually 
terminate in the alveoli of the lung. The bronchial 
tubes leading to the lower lobe of each lung come 
off at a small angle which permits material in the 
trachea to gravitate readily into the lower lobes. 
The right lower bronchus turns at a smaller angle 
than the left; therefore material gravitates more 
readily into the right lower bronchus than into the 
left. Nevertheless, by tilting of the body towards 
the left side the left bronchus is easily filled. In the 
early work with lipiodol the injections were done 
mainly into the lower lobes because of the easy 
filling on account of the angle. However, as time 
went on it was found that by tilting the body in 
the preferred directions it was possible to cause the 
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lipiodol to gravitate into almost any desired part 
of the lung. 
PROCEDURE 

Several methods of procedure have been em- 
ployed. One of the early methods was injecting 
through a needle into the trachea through a stab 
wound or directly through the skin just below the 
level of the larynx. However, this has largely been 
abandoned because of inconvenience to the patient 
and because of some danger. Another method was 
the introduction of a catheter through the trachea. 
This was and still is used a great deal. A recent 
improvement in technique has made it the one of 
choice in certain cases. The use of this method is 
possible only after the larynx has been thoroughly 
anesthetized. The method in much more common 
use and one which we have used since 1928 is the 
direct injection of lipiodol into the trachea by 
dropping it through the larynx. This is the so- 
called supra-glottic method. The pharynx and 
larynx are anesthetized; the oil is then dropped into 
the trachea through the larynx by a canula, the 
tip of which is held just behind the base of the 
tongue. In several cases it has even been possible 
to inject the oil without anesthetizing the throat 
at all. However, anesthetic must usually be used, 
and we have been in the habit of using a 2 per cent 
Butyn solution and at times a very small amount 
of 5 per cent or 10 per cent cocaine in patients who 
are very nervous. By this supra-glottic method the 
lower bronchial tubes can be outlined by tipping the 
patient in such a way that the oil will gravitate 
into the desired portions of the lung, and after 
the lower tubes have been visualized it is possible 
by posture to cause the oil to flow into other parts 
of the lung. 

CONSIDERATIONS AND CASES 

Let me demonstrate briefly the difference be- 
tween the normal and the abnormal bronchial tubes. 
On the right side after bifurcation of the trachea 
the main bronchial tube narrows very gradually; 
it then divides inte other tubes and these in turn 
as they spread farther away from their beginning 
gradually narrow and the smaller tubes taper off 
into very fine points ending in the tiny terminal 
bronchioles which enter into the alveoli or air sacs. 
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On this right side we find that the bronchial tubes 
are practically normal. However, on the left side 
we see that the tubes do not narrow steadily and 
taper gradually as they should, but that in one at 
least of the lower portions there is a very wide di- 
latation. In this case, in other words, we have 
bronchiectasis. a term meaning dilatation by 
stretching of the bronchial tubes. We know that 
the stretching is due to weakness in the tube caused 
by infection. This weakened bronchial tube having 
been subjected to the abnormal air pressure of 
coughing over a long period of time has gradually 
stretched and become larger than normal. There 
is then set up a small reservoir in which pus can 
form. This in turn causes more coughing, and as 
time goes on the condition may extend to other 
bronchial tubes as well as well as spreading locally. 

The early importance, and I believe the present 
chief importance, of the use of lipiodol is in the 
differentiation of disease of the alveolar portions 
of the lung or the so-called parenchyma from dis- 
ease purely of the bronchial tubes. A case in point 
is that of a woman 39 years old, a patient of my 
associate, Dr. Holmes, who had not been well, she 
said, for five years. She came to the office com- 
plaining of cough and expectoration, at times rather 
profuse; a loss of over 20 pounds in weight; fever, 
and some tiredness. Physical examination showed 
some impairment of resonance in the upper por- 
tions of both lungs, but no rales. Sputum was 
negative for tubercle bacilli. X-ray examination 
showed some areas of shadow around about the 
hilum and definite calcified spots indicating that 
there had been at some time a tuberculous infec- 
tion. No definite areas of parenchymal disease were 
shown. From a clinical standpoint the diagnosis 
of tuberculosis could not be made. However, x-ray 
examination after lipiodol demonstrates conclusive- 
ly that there is present some widening of the bron- 
chial tubes, particularly the larger branches, and 
does demonstrate definitely that the patient’s symp- 
toms are due to bronchial disease rather than to 
any pulmonary disease. In this case, and it is true 
of many who come to us, the definite diagnosis 
leads to freedom of mind of the patient as regards 
tuberculosis and saves her from futile weeks or 
months in bed for treatment of a supposed tuber- 
culosis.. For we know that the pursuit of bed rest 
in a case of disease of the bronchial tubes is not 
the proper course. These patients are better up 
and about than they are in bed. 

A case in which the history more or less definitely 
indicates bronchiestasis is the following, again one 
of Dr. Holmes’, a woman at the age of 36, whose 
complaint was cough, sputum and hoarseness. She 
gave a history of broncho-pneumonia five years ago 
and of chronic sinusitis. These two conditions are 
probably among the most common forerunners of 
bronchiectasis. I think that a definite relation be- 
tween sinus infection and bronchiectasis has been 
established. In this case there was also a history 
of frequent colds. Two years before being seen an 
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abdominal operation was performed under ether 
anesthetic, following which there was an increase 
in the cough and sputum. Physical examination in 
this case did not show anything definite except a 
few rales at the left base in back. Plain x-ray film 
does not show any very definite lesions in the chest, 
but the x-ray film made after lipiodol injection 
shows that there is definite diffuse dilatation of the 
lower bronchial tubes in both sides of chest. This, 
we speak of as a tubular or cylindrical type of 
bronchiectasis. This patient cannot be given much 
hope ever of being free from cough and sputum, as 
the changes of the bronchial tubes of this degree 
are more or less permanent. She must, however, 
avoid colds, have the greatest care in operative pro- 
cedures and avoidance of ether, and must have the 
sinuses properly taken care of to avoid extensions. 
Some improvement of symptoms may occur with 
various types of medical treatment. 

In the two cases I have shown it is impossible to 
tell by physical examination or history or any meth- 
od other than lipiodol injection whether the dis- 
ease is on one side of the chest or on both sides of 
the chest. When the disease is present only on one 
side of the chest or only in one lung, cure may be 
obtained for the patient by means of surgery. The 
removal of one lobe of the lung, or at times of one 
lobe from each lung in two successive operations, 
has been successful in bringing about a cure of 
symptoms of bronchiectasis. However, the latter is 
not usually the procedure of choice. 

A high-school boy, age 17, was seen in November, 
1937, because of cough, expectoration, exhaustion 
and loss of weight. He gave a history of having had 
pneumonia Sept. 13, 1937. He recovered very slowly 
from this and was never entirely well. He began 
to cough and expectorate a large amount of ma- 
terial which was often foul. Physical examination 
showed rather marked dullness at the left base 
posteriorly, with diminished breath sounds and 
voice sounds, no rales. Sputum examination showed 
no tubercle bacilli, but streptococci and pneumo- 
cocci. Blood examination showed hemoglobin 80 
per cent; white cells, 23,800; polynuclears, 87 per 
cent. This patient was considered to have an ab- 
scess in the left lower lung. Bronchoscopy was first 
advised and refused. He was put on supportive 
treatment, kept quietly in bed for a time, but his 
temperature dropped to normal and he was later 
allowed to be up and about. After some months of 
delay in accepting any treatment other than medi- 
cation he was persuaded to have a lipiodo] study 
made. This demonstrates conclusively the presence 
of large bronchiectatic sacculations in the lower 
posterior left lung. This boy continues to cough 
and expectorate, and will not be well until surgical 
excision of the posterior portion of the left lung is 
done. 

A man 37 years old consulted me because of 
cough and expectoration which he had had all his 
life. He had pneumonia several times when he was 
a small child, and throughout his life had been sus- 
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ceptible to colds and had had during the past few 
years attacks of so-called “flu” every year or so. 
However, despite these illnesses he had worked 
steadily and had come to hold an excellent position 
in the business world. His weight had been good 
and he had been active, doing most of the things 
he enjoyed. In this case examination shows dull- 
ness almos: throughout the left side and distant 
coarse rales scattered through the left lung. The 
right lung appears to be normal except that there is 
some impairment of resonance at the right base. 
Physical examination is fairly definite for disease 
of the left side of the chest, but it is impossible to 
say from the physical examination alone what the 
type of disease is. From the history we would con- 
clude that this man probably has a bronchial in- 
fection which has been present since childhood and 
that he probably has bronchiectasis. However, we 
were enabled by a lipiodol study of the chest to 
prove that the condition present is bronchiectasis, 
and that it is an extensive disease involving the 
whole of the left lung. This is a saccular type of 
bronchiectasis and we would conclude from the 
x-ray films that there is probably very little func- 
tioning lung tissue on this left side. We cannot tell, 
of course, whether the bronchiectasis in this case 
may not be a congenital condition. We know that 
rarely children are born with bronchiectasis already 
established. However, the recurrence of frequent 
attacks of pneumonia in childhood would have been 
sufficient to bring about this condition. In this 
case at a subsequent sitting we injected the lower 
portion of the right lung and find that it is prac- 
tically normal. This case reveals that pneumonec- 
tomy, or removal of the left lung entirely, is the 
only method of cure open to the patient. This is a 
serious procedure in a man of 37, but nevertheless, 
we know pneumonectomy has been accomplished 
many times successfully although usually in young- 
er persons. 
VALUE OF BRONCHOGRAPHY 

Bronchography is often of value in the diagnosis 
of diseases of the parenchyma of the lung. In lung 
abscess it is not usually possible by the ordinary 
methods to inject with lipiodol the abscessed cavity. 
In these cases the bronchi leading to the abscess 
are often occluded by inflammatory material or 
fibrin, and one can demonstrate with lipiodol this 
occlusion. Occasionally when these bronchi are 
cleared out the abscess may be injected. The value 
of lipiodol in these cases then may be said usually 
to be indirect by showing bronchial narrowing or 
obstruction, and, of course, the diagnosis must be 
made by correlation with other studies. 

A similar indirect value lies in the bronchial in- 
jection in cases of malignancy of the lung. The 
majority of pulmonary malignancies arise from the 
bronchial structures and often a closure of the tube 
or tubes affected is present. Here again the diagno- 
Sis lies in correlation of other studies with the 
demonstration of an occluded bronchus. In one 
such case in which a diagnosis of primary carci- 
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noma of the left lower lobe was made, injection of 
lipiodol showed a complete stoppage of the left 
main stem bronchus. Later at post mortem exam- 
ination some of the lipiodol was recovered from the 
bronchus where it had been injected and never ex- 
pectorated. 

In the field of tuberculosis particularly, injection 
of the bronchi and through them portions of the 
lung field may be of considerable value in diagnos- 
ing the presence or absence of cavities. In this 
connection I will mention a newer method of intro- 
duction of lipiodol which was devised in 1936 by 
Drs. Thompson and Gordon of the Tuberculosis 
Services of the Metropolitan Hospital and Sea View 
Hospital, New York. This method goes back to the 
older idea of introduction of a catheter. These 
doctors have devised a catheter with a curved tip 
which holds its shape after introduction into the 
trachea. By properly placing the angle of the tip 
of the rubber catheter one can enter either of the 
upper main bronchi or the right middle lobe bron- 
chus or the lower bronchial tubes, and then through 
the catheter inject the lipiodol directly into the 
portion of the lung which it is desired to portray. 
This method is easily used if the larynx is com- 
pletely anesthetized before introduction of the cath- 
eter. Cocaine may be used, but a milder anesthetic 
called Larocain, which has the properties of cocaine 
but is non-toxic, has been used by the investigators. 
I think that Butyn is also a suitable anesthetic for 
this work. 

Recently a physician, who has had tuberculosis 
for many years and has made marked improvement 
but has never become entirely well, was under my 
care for study as to whether or not he had still a 
cavity in the left upper lobe. Lipiodol injection by 
the ordinary method and by tilting the patient 
downward so that the upper left lobe might become 
filled with oil did not disclose a definite cavity, but 
did show some bronchial dilatation. Injection of 
the left upper lobe by the catheter method does 
show a small pocket which is a cavity. In the x-ray 
film it is noted that the oil failed to enter the very 
upper part of the left lung, and we therefore feel 
that there must be scar tissue involving the upper 
part of the lung where his original tuberculosis was. 
On the other hand, there was referred to me re- 
cently by Dr. Holmes a patient who has been under 
treatment by pneumothorax for a considerable time 
for excavation in the right upper lobe. A complete 
pneumothorax and a proper collapse of the upper 
lobe of this lung was not obtained, but it seemed 
that sufficient collapse was secured to improve the 
patient. He has done very well generally, but he 
continued to cough and expectorate some. The 
sputum was always negative for tubercle bacilli. In 
the plain x-ray film it seemed possible that there 
was still a cavity in the right upper lung of this 
patient. With the catheter in the right upper lobe 
bronchus the upper lobe is filled sufficiently so that 
we can see what appears to be somewhat dilated 
bronchial tubes in the area where we thought the 
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cavity might be present. We now feel that this man 
does not have a cavity and that his condition will 
improve as time goes on. 

Following thoracoplasty for tuberculosis the in- 
jection of lipiodo] may demonstrate to us the rea- 
son for failure of the operation to be a complete 
success. A girl, age 23, had very large cavities in 
the upper portion of the left lung. Five ribs were 
removed in two stages of thoracoplasty and the 
cavities were apparently obliterated. This patient 
made a very marked improvement, but continued 
to have some cough and sputum. The sputum was 
negative for tubercle bacilli. Lipiodol injection of 
the left lower lobe showed that this patient had ex- 
tensive bronchiectasis of the left lower lobe. This 
might be partially eliminated by further surgical 
collapse of the chest, but the girl has improved to 
the point where she has very slight symptoms of her 
bronchiectasis and operation has been deferred. Her 
general condition is excellent. 

The advantage of catheter injection over the 
supra-glottic gravity method is shown in a patient 
following thoracoplasty. This single young man, 
age 27, had tuberculosis of the left lung, marked 
cavitation in at least the upper half of the lung and 
atelectasis of the lower. Thoracoplasty was per- 
formed and excellent collapse from an anatomical 
standpoint was obtained. Nevertheless, the patient 
continued to cough and expectorate at intervals, 
and when not coughing and expectorating rather 
freely he had fever and was quite sick. It seemed 
evident that there was sputum in the lung which 
at times could not be expectorated because of block- 
age in the bronchial tubes. Lipiodol injection by 
the ordinary method shows this blockage in the left 
lower bronchus. With catheter inserted into the 
left main lower bronchus some injection of the 
bronchial tree below the point of observation was 
obtained, and we can now see some large bronchi- 
ectatic dilatations with narrowing of the main 
bronchus. Sputum is negative for tubercle bacilli, 
but this man is sick because of bronchiectasis in 
the left lower lung field, and inability to drain 
properly the pus which forms there. Entire re- 
moval of the lung will probably be necessary for 
cure. 

Going back to bronchiectasis, the following case 
is of interest from the standpoint of thorough vis- 
ualization of the whole bronchial tree with lipiodol 
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by the catheter method. This single woman, age 
38, gives a history of pneumonia three times before 
the age of 12. She has had a great deal of sinus 
trouble and in 1936 a bilateral radical antrum op- 
eration was performed on the nose. She has al- 
ways been troubled with frequent colds; has had 
cough and sputum most of her life. Physical ex- 
amination shows some dullness at the bases of both 
lungs, and moist and sibilant rales at the bases. 
Lipiodol study by the ordinary method of injection 
shows bilateral bronchiectasis more marked on the 
left side. Injection with the catheter in the left 
upper bronchus shows a marked filling of the so- 
called lingula, or the lower portion of the left upper 
lobe. As this injection was made it was watched 
under the fluoroscope and the bronchial tubes in 
this area did not seem to be dilated, but as the in- 
jection proceeded this area became over-flooded 
and the bronchial tubes are not clearly shown. 
However, the left upper lobe bronchi are now seen 
to be small and free from dilatation. In this in- 
jection a small amount of the oil spilled over also 
into the right upper lobe. About one week later 
catheter was inserted into the right middle lobe 
bronchus and from this position practically all of 
the right bronchial tree was filled. In the lateral 
view the bronchi of the right middle lobe are clearly 
shown and seen to be free of disease. The right 
upper lobe bronchi are also small and free of di- 
latation or evidence of bronchiectasis. It is demon- 
strated then that this patient’s bronchiectasis is 
confined probably entirely to the lower lobes of 
each side. It seems possible that this patient might 
be largely relieved of her symptoms or cured by re- 
moval of the two lower lobes. However, in spite of 
her continued cough and expectoration she is in 
good general health and is so comfortable that it 
has not yet seemed wise to submit her to surgery. 


CONCLUSION 


In conclusion I want to say that bronchography 
is an indispensable diagnostic aid to anyone who 
wishes to treat chest diseases. Its use, however, can 
be readily learned by any physician who wishes to 
take the trouble to familiarize himself with the 
anatomy of the pharynx and larynx and learn the 
ordinary supra-glottic method of lipiodol instilla- | 
tion. 


Professional Bide. 





Appendicael Abscess Producing Obstruction of the Sigmoid Colon 


EDWARD J. KILFOY, M.D. 
Los Angeles, California 


O MATTER how many cases of acute appendi- 
citis one observes or operates, each case holds 
something different. It is this phase of a common 
subject that keeps the medical and surgical pro- 
fession interested in the subject of appendicitis and 
its complications. After a careful review of the lit- 
erature, I am unable to find another case on record 


in which an appendicael abscess produced obstruc- 
tion of the sigmoid colon and the patient lived. 
SYMPTOMS 
The symptoms of acute appendicitis can similate 
most every other intra abdominal condition. To 
mention a few: peptic ulcer, cholecystitis, cholelia- 
thiasis, choleangitis, right uretral stone, pelvic path- 
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ology in the female, Meckels diverticulum, stran- 
gulated hernia, and many other conditions involv- 
ing the gastro-intestinal tract. 


COMPLICATIONS 

The complications of acute appendicitis are in- 
numerable and only the common ones are usually 
thought of. The unusual one are oftentimes not 
even mentioned in text books. The complication of 
peritonitis, ileus, and abscess are the most frequent 
ones. Many other complications are mentioned in 
literature. A few are phlebitis, thrombosis, hepa- 
titis, pyelitis, parotitis, perforation of the bowel, 
sinus formation with other organs, and complete 
obstruction. 

The abscess formations and locations are many 
and the following classifications have been given: 

1. The ileoinguinal type located above the right 
inguinal ligament. 

2. Similar to type one, but the abscess is located 
medially to the caecum. 

3. Posterior-parietal type located posterior and 
above in the lumbar region. 

4. Pelvic type, the abscess is located in the pel- 
vis and usually found in the cul-de-sac. 

5. The left-sided abscess is “rare” and is espe- 
cially found in children. 

Out of 700 cases, this last type mentioned, from 
the Surgical Clinic of the University of Zurich, 
there were nine cases of left-side abscesses. 

The left-sided abscess develops from direct com- 
munication with the appendix or from primary or 
secondary infected exudate collection. The com- 
mon description terms for locations of the abscess 
are appendicael fossa, pelvic, kidney fossa, sub- 
phrenic, hepatic, and retrocaecal regions. 


DIAGNOSIS 

The diagnosis is usually made by the routine pro- 
cedures of a good history, physical findings, and 
laboratory findings. Sometimes it is possible to 
palpate the abscess, especially if it has existed for 
several days and is in a thin individual. It may be 
palpated through the abdominal wall, vagina, or 
through the rectum. Adams states that the time 
elapse is usually nine days. In his series, the long- 
est time was three weeks. 


SURGICAL PROCEDURE 

The surgical procedure will depend on the indi- 
vidual surgeon, the location and time of the opera- 
tion. If the abscess is not palpable a mid-line in- 
cision should be made with a rectus muscle splitting 
done. If the abscess is palpable, the a McBurney 
incision with drainage, or by staying extra-peri- 
toneal and placing drains into and at the site of the 
abscess. If possible, the appendix should be _re- 
moved at the time of the operation. If not pos- 
sible and if it adds additional risk, the appendicael 
abscess should be drained and the appendix re- 
moved at a later date. The type of drains that will 
suffice will be a Penrose drains. A sufficient num- 
ber should be used and they can be shortened daily. 
The last one should not be removed until the eighth 
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day to the twelfth day. Too early removal of the 
drains may necessitate the re-operation of a pa- 
tient every now and then. 


The routine post-operative care should consist of 
intravenous glucose 5 to 10 per cent, sedatives, in- 
tranasal catheter for several days. Careful watch- 
ing of the intravenous fluid intake, and output, 
with study of the blood chemistry from day to day 
if needed. As soon as possible place the patient on 
the abdomen in a semi-Fowlers position for more 
adequate drainage. .Any other complications that 
might arise must be taken care of at that time. 
The mortality rate in appendicael abscess varies 
from 10 to 50 per cent, and in some series of cases 
even a higher percentage has been mentioned. The 
mortality rate can very according to the surgeon, 
type of patients with whom he is dealing, the type 
of hospital, and the facilities of medical, surgical 
and hospital care. 


CASE REPORT 

May 9, 1939, a young male, age 22, single, stu- 
dent, came into my office, and his general appear- 
ance was that of being extremely ill. He com- 
plained of a soreness in the lower left abdomen. 
He gave the following history: About April 30 he 
had been on a drinking bout of three days. Dur- 
ing that time he ate some salami, hamburger and 
chile beans. On returning home the night of May 1, 
he felt nauseated and vomited. The next day he 
did not feel well, but no pain. He took several 
Ex-lax tablets without good results. Then he took 
a bottle of citrate of magnesia, but was unable to 
retain it on account of nausea. Later in the day 
the nausea subsided, and he had some gas pains. 
On May 2 the gas pains were more severe and the 
abdomen was distended, but there was no nausea 
or vomiting. He took two phenolax wafers. A hot 
electric pad was applied to the abdomen, which 
gave relief to the gas pains. On May 3, still having 
gas pains, he consulted a colonic irrigating place, 
and the patient states that attendant used approxi- 
mately 30 gallons of water without results. He re- 
turned home and took one bottle of citrate of mag- 
nesia and two ounces of castor oil. On May 4 there 
was a small bowel action with some expelling of 
gas and relief of abdominal pain. On May 5, 6, 7 
he took mineral oil, two tablespoonsfull twice daily. 
The dull, aching pain in the abdomen continued. 
On Saturday night, May 7, went to a dance and 
did not return home until 3:00 A.M. Sunday, 
May 8, went to a movie, but on his return home felt 
very weak and sick. On Monday, May 9, he con- 
sulted the writer. The time of the examination was 
11:30 A.M. and the temperature was 98.8, and the 
only definite physical finding was a very tender 
lower left quadrant. The remainder of the physical 
examination was essentially negative. No mass pal- 
pable in the lower abdomen, but a definite deep 
muscle rigidity of the entire lower abdomen. There 
was very little tenderness in the right lower quad- 
rant. The white blood count in the office was 
21,000 and 20,000. The red blood cells, 4,100,000; 
sahli, 81 per cent; lymphocytes, 7 per cent; large 
lymphocytes, 2 per cent; large monocytes, 2 per 
cent; transitionals, 1 per cent; eosinophiles, 7 per 
cent; smear, normal; white blood cells at 5:00 P. M. 
were 23,200 and 23,150. The patient entered the 
Queen of Angeles Hospital and proctoscopic ex- 
amination was made after a provisional diagnosis of 
either a perforation of the rectum or rectosigmoid, 
or intusuception as a result of the drastic catharsis 
and colonic irrigations. 
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PROCTOSCOPIC EXAMINATION 
Done by Dr. C. H. T. 

15 cm. above the anus the mucosa of the bowel 
is thrown into folds and is markedly oedematous. 
The bowel is practically fixed at this point and 
there is a complete obstruction of the lumen. No 
signs of bleeding nor could any growth be visual- 
ized. Ballooning of the rectum below the site of 
the obstruction. 

Remarks; Do not believe this is a malignancy. 
The mucosal oedema is of an inflammatory basis 
and that there is an intussuception present. This 
may be due to a benign tumor and excessive pur- 
gation or due to the purgation alone. 

Diagnosis: Acute obstruction sigmoid colon. 


Barium enema showing obstruction in sigmoid colon. 


Preliminary film of the abdomen showed no evi- 
dence of urinary calculi. The kidney outlines were 
obscured by gas. A moderate amount of gas was 
scattered throughout the entire colon, except for 
the lower sigmoid. Urine, yellow, cloudy; specific 
gravity, 1.025; reaction, acid; sugar, negative; al- 
bumen, faint trace; acetone, positive; diacetic acid, 
negative; epthelial cells, a few. 

The barium enema shows complete obstruction of 
the barium in the lower sigmoid and none of the 
barium passed this point. The nature of the ob- 
struction cannot be determined from the x-ray. 
There was no extravasation outside of the lumen of 
the bowel and no x-ray evidence of perforation. 
Wasserman, negative. 

5-10-38. Hemaglobin, 103. Leucocytes, 24,100. 
Neutrophiles, 83 per cent. Lymphocytes, 65 per 
cent. Monocytes, 10.5 per cent. Platlets, normal. 

Consultation was had with Dr. J. M. L. and he 
concurred in the diagnosis of obstruction of the sig- 
moid and most likely cause was intussuception of 
the sigmoid colon. 

5-11-38. Under spinal anesthesia using 120 mgs. 
novocain the patient was explored through a low 
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mid-line incision. On opening the peritoneal cav- 
ity, the small bowel was found to be distended and 
the serosa of the ileum was injected with many 
small blood vessels and the mesentery was greatly 
inflamed. The large bowel was followed down to 
the region of the sigmoid and no obstruction was 
encountered. There was a very large retroperi- 
toneal mass, hard, and fixed, which was extrensic 
to the sigmoid colon, that was causing the obstruc- 
tion. The caecum was localized and appendix 
found, traced, and the tip of the appendix was 
buried in this hard mass above and to the left of 
the sacrum. The bowel was well packed off, and a 
point of fluctuation was found with the fenestrated 
portion of the suction removed, the finger was 
placed in the mass at the point of greatest fluctua- 
tion. A very large amount of thick, foul-smelling 
pus was released and aspirated into the jar. Sev- 
eral pitchers of warm saline were placed in the pel- 
vis and suction continued to wash out the pus and 
necrotic tissue. Five Penrose drains were placed at 
the site of the abscess in the pelvis, appendicael 
fossa, and along the caecum towards the right kid- 
ney. The omentum was carefully placed about the 
drains and made sure to cover the bowel as best 
as could be done. Abdomen was closed loosely about 
the drains, as they were brought out in mid-line 
above the symphsis. Permanent catheter was 
placed in the urinary bladder. 

5-13-38. Urine examination essentially negative. 
White blood count, 24,800. Neutrophiles, 88 per 
cent. Eosinophiles, 0.5 per cent. Lymphocytes, 6 
per cent. Moncytes, 5 per cent. Myelocytes, 0.5 
per cent. 

5-16-38. Leucocytes, 13,600. 

5-20-38. Leucocytes, 12,250. 

5-21-38. Leucocytes, 12,800. 

5-25-38. Leucocytes, 17,500. Neutrophiles, 82.5 
per cent. Lymphocytes, 8.5 per cent. Monocytes, 
9 per cent. 

Post-operative convalescence was stormy for the 
first five to seven days. The temperature varied 
from 98 to 104.2, and the pulse from 72 to 130. 
Respirations, 17 to 28. On the fifth post-operative 
day the bowels moved per rectum and the move- 
ment was soft. After the first day, patient was 
either on the right side or on the abdomen in bed, 
and there was a large amount of foul drainage. The 
dressings were changed often for many days. 

The patient was dismissed from the hospital on 
5-29-38, and there was a small amount of drainage. 
He was dismissed from further treatments on 6-24- 
38 as well. Gaining weight and feeling well. 

The appendix is to be removed at a later date. 


1930 Wilshire Blvd. 

BIBLIOGRAPHY 

1. Adams, D. S&.: “Appendicael Abscess.” New England 
Medical Journal, 208:123-128, Jan. 19, 1933. 

2. Bevan, A. D.: Surgical Clinic, Chicago, 4-17, Feb. 20. 

3. Bradburn, M.: ‘‘Pelvic Abscess Following Suppurative Ap- 
pendicitis; Drainage Through the Rectum.” Surg. Clin., N. 
Amer., 1922-2; 1353. 

4. Eliot, E.: “The Management of Pelvic Abscess in Acute 
Appendicitis.” Ann. Surg., Phil., 1921-74:652-655. 

5. Finney, J. M. T.: Amer. Jr. Surg., 20:772-799, June, 1933. 

6. Garguilo, G.: “Intestinal Obstruction Due to Appendix 
Abscess.””’ Post Grad. M. J., London, 1925-26, 1:97. 

7. Homans, J., and Powers, J. H.: “Some End Results of 
Non-Removal of the Appendix in 23 Cases.” Tr. M. Assn., 
Georgia, 1910, 108-112. 

8. Johnson, L. W.: Mil. Surge., 62:456-459, April 28. 

9. McGuire, S.: “Rambling Remarks in Regards Appendi- 
citis.”” Virg. M. Monthly, 1922, 23-49, 125-127. 

10. McWhorter, G. L.: 8S. Clin. No. Amer., June 28, 8: 
545-553. 

11. Miller, H. C.: Wis. Med. Jr., Oct., 28, 27:449-452. 

12. Naigli, T.: “Secondary Appendectomy After Opening of 
Appendicael Abscess."" Schweriz Med. Wchnschi, Mar. 2, 1929, 
59 :<69. 

13. Prochnow, F.: “Left-Sided Abscess as Complication of 
Appendicitis.” Surg. Gyn. & Obst., Chicago, 1925, 40:495-8. 

14. Rayner, H. H.: Brit. Med. Jr., May 17, 1924, 1:855-858. 

15. Ritva, M.: “X-Ray Diagnosis Appendicael Abscess.” 
Boston Med. & Sure. Jr., Aug. 25, 1927, 197:307-309. 





SOUTHWESTERN MEDICINE 


May, 1939 


Indications for Cesarean Section 


J. LEIGHTON GREEN, M.D. 
El Paso, Texas 


ESAREAN section is increasing in popularity. 
According to Schwarz, the incidence in St. 
Louis Maternity Hospital increased from a ratio of 
one in 173.7 deliveries in 1927 to one in 43.4 de- 


liveries in 1937. Daichman gives the five-year in- . 


cidence of sections as 3.3 per cent of 11,210 de- 
liveries in the Jewish Hospital, Brooklyn. In Bos- 
ton City Hospital in the year 1929 the incidence 
was 3.8 per cent, but for the 25 years previous to 
1930 only 1.7 per cent of deliveries at Johns Hop- 
kins Hospital were done by Cesarean section. 


It is generally admitted by obstetricians that Ce- 
sarean section is performed too often, that indica- 
tions are inadequate. Rumor has it that in certain 
parts of the country the only necessary indications 
are pregnancy and a maternal desire for an easy 
delivery. Certainly El Paso can deny the accusa- 
tion. At Hotel Dieu, El Paso, for the ten-year 
period including 1929 and 1938, there were 2,835 
deliveries with 38 Cesareans, an incidence of 1.3 
per cent. In City-County Hospital from Jan. 1, 
1928, to Feb. 1, 1939, the total number of deliveries 
was 2,732, including only 17 Cesarean sections, in- 
cidence of 0.6 per cent. In the years 1929, 1931, 
1932 and 1934, no Cesareans were done in City- 
County Hospital. Two were done in 1928, one in 
1930, one in 1933 (an unsuccessful post-mortem at- 
tempt), four in 1935, two in 1936, one in 1937, five 
in 1938, and two in January, 1939. 


The only maternal deaths following Cesarean sec- 
tion were three in 1935 (out of four sections done), 
and one in 1938 (of two performed). The maternal 
mortality rate is therefore 23.5 per cent. The series 
is small, and it compares unfavorably with reports 
from larger clinics, who claim a death rate of only 
2.1 per cent to 5.8 per cent. The latter figure is ac- 
cepted as the maternal death rate throughout the 
United States following Cesarean section. Schu- 
mann reported 120 consecutive cases without death 
of a single mother. They were all elective cases, 
however. 


Therein lies one of the important factors in a 
low mortality rate. Patients who receive adequate 
prenatal care, with evaluation of their general con- 
dition, and who undergo Cesarean before the onset 
of labor or early in labor, present a low mortality 
rate. City-County Hospital, like every other charity 
hospital, becomes a dumping ground for patients 
who have been subjected to prolonged labor, re- 
peated vaginal examinations without asepsis, and 
dehydration, with resultant infection. Should a pa- 
tient’s life be further jeopardized by a laparotomy 
which spreads infection throughout her peritoneal 
cavity. We think not, particularly if signs of in- 
fection are already present—fever, rapid pulse and 
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foul lochia. The rare exception is a case with pel- 
vis too small to permit delivery by vagina, even after 
craniotomy. Where such a condition is found, low 
cervical Cesarean is the operation of choice. 


Stander believes, with other authorities, that 
where absolute indication for Cesarean section ex- 
ists in an infected case, Porro operation should be 
done—Cesarean section with hysterectomy. As 
Blande puts it, “to leave a uterus literally sizzling 
with streptococci and at the same time discharging 
legions of these organisms into the blood stream 
seems wholly inadequate.” But a Porro 
Cesarean in the hands of the average operator may 
increase mortality. In City-County Hospital, where 
nine operators performed Cesarean section in ten 
years, three Porro sections were done, with three 
deaths. Responsibility for one of these should be 
laid at the door of the doctor who gave the patient 
a hypodermic—presumably pituitrin—during labor 
and ruptured her uterus. Recently a doctor in an- 
other town sent a woman to City-County Hospital 
for Cesarean section. Repeated vaginal examina- 
tions and manipulation had been done, and labor 
had dragged along for 24 hours. Elevated tempera- 
ture and rapid pulse gave evidence of infection. We 
refused to operate. Craniotomy and vaginal de- 
livery were done. The woman recovered. 


True, extraperitoneal approach has been advo- 
cated for such cases. The Latzko extraperitoneal 
approach had been unsatisfactory in the hands of 
most operators. Recently Portes, technique of 
eviscerating the uterus and leaving it exteriorized 
has been advocated. To me, it seems illogical to 
attempt to avoid one infection by inviting another. 
Cooke has reported a modified Hirst operation for 
the infected case, in which technique the peritoneal 
cavity is excluded from the field by a rather tedious 
suture of the peritoneum. In the hands of the aver- 
age operator, this technique would be impractical. 
Low cervical Cesarean can be done in these infected 
cases, but there still remains a large chance of peri- 
tonitis. At City-County Hospital, four low cervical 
sections have been done in ten years, with no 
deaths. 

INDICATIONS 

What, then, are the indications for Cesarean sec- 
tion? 

1. Disproportion leads the list in every series— 
35.7 per cent in Daichman’s series, 37.5 per cent 
among Schwarz’s patients. At our hospital, seven 
cases were subjected to Cesarean because of con- 
tracted or deformed pelvis. Judgment and ob- 
servation are important in determining whether a 
baby can pass through the birth canal. As Watson 
says, we should study the pelvis and the patient 
more. Improved x-ray technique had made such 
study more accurate. An external conjugate of 17 
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cm. may be sufficient indication for Cesarean in 
a Nordic woman with a large baby, but a Mexican 
woman with external conjugates of 16 cm. may 
deliver spontaneously the average size baby for 
her race. 

Where a borderline pelvis is found in a primipara 
and the presenting part fails to engage early in 
labor, Cesarean section is indicated. Trial of labor 
is more hazardous to mother and baby than is op- 
erative delivery. Watson and others decry the 
trend toward more Cesareans, attributing the trend 
to lack of skill in management of difficult vaginal 
delivery. However, one or two unfortunate experi- 
ences with trial of labor will bend the average ob- 
stetrician toward Cesarean. 

2. Other Obstruction. Tumors obstructing the 
birth canal are definite indication for elective Ce- 
sarean. Such an obstruction should, of course, be 
discovered long before term. One case at City- 
County Hospital had Cesarean because a fibroid of 
the cervix obstructed the pelvis. Carcinoma of the 
cervix is occasionally found in pregnancy. Cesarean 
section is the safe method of delivery, avoiding per- 
haps fatal hemorrhage from the cervix as well as 
dissemination of the malignancy by trauma. Com- 
plete hysterectomy should be done. Carcinoma of 
the rectum may obstruct the birth canal. 


3. Previous Cesarean. About this indcation a 
heated argument rages. Holland says rupture of 
the uterus will occur in 4 per cent of patients who 
have had previous section if labor is permitted to 
proceed. Watson does not accept the dictum: “Once 
a Cesarean, always a Cesarean.” Schwarz and oth- 
ers have demonstrated that scar tissue does form 
in the uterine incision, weakening the uterus here. 
We know that afebrile puerperium is not proof of 
good healing in the uterus. A case recently seen 
demonstrated this fact. A previous Cesarean had 
been followed by an uncomplicated and afebrile 
puerperium. When the uterus was exposed for a 
second Cesarean, the lower portion of the uterine 
scar was found gaped open so that the membranes 
could be plainly seen. Without doubt, a few labor 
pains would have ruptured this uterus. The ob- 
stetrician must use judgment in these cases. The 
majority of competent opinion, however, leans 
toward Cesarean section where a similar operation 
has been previously performed. 

4. Placenta Previa. Four cases in our series had 
a diagnosis of placenta previa. Central placenta 
previa is best treated by Cesarean. In case of 
marginal placenta previa, decision must be based 
upon the amount of bleeding, the condition of the 
cervix (rigid or soft), and the patient’s condition. 
It is undobutedly true that in such borderline cases 
the skilled obstetrician will perform Cesarean less 
often than the untrained accoucheur. Even in the 
best hands, however, fetal mortality is higher with 
conservative treatment of placenta previa. In 
Sloane Hospital, New York, of 28 cases delivered by 
vagina, there were 12 fetal deaths (42.9 per cent), 
as contrasted with a fetal mortality of 9.1 per cent 
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(one case) in eleven delivered by Cesarean section. 
However, the mother’s interest should be para- 
mount. 

5. Premature separation of the placenta is a 
definite indication for Cesarean section. In such 
cases the uterine musculature has been so damaged 
that it may not contract, and the patient may bleed 
to death following delivery. Stander advises watch- 
ing the uterus after Cesarean until it contracts, 
before closing the abdomen. 


6. Medical Conditions. 

Heart disease is less often an indication for Ce- 
sarean section than formerly. With adequate treat- 
ment throughout pregnancy, most cardiac patients 
will deliver normally or with help of forceps. 

Tuberculosis may necessitate Cesarean section 
but only an occasional case is found who cannot be 
delivered by vagina. 

Eclampsia has been pushed out of the class of 
indications for Cesarean in America. In Germany, 
section is still done in eclamptics. At Johns Hop- 
kins Hospital, 110 Cesareans were performed for 
eclampsia, with a mortality rate of 22.8 per cent. 
During the same period, the mortality rate was only 
13.3 per cent in 165 eclamptic patients treated con- 
servatively. Cesarean is seldom indicated in eclamp- 
sia. Where it must be done, local or spinal anaes- 
thesia should be used. At City-County Hospital, 
one patient in eclampsia was subjected to Cesarean 
in 1930, and in 1933 an unsuccessful post-mortem 
Cesarean was done on a woman who died in 
eclampsia. 

7. Presentation. Persistent transverse presenta- 
tion may be a good excuse to perform a Cesarean, 
but most of such cases can be delivered vaginally. 
Breech presentation in an elderly primipara may 
justify Cesarean, for in the presence of a rigid cer- 
vix and perineum, fetal mortality is high. 

8. Psychopathic States. Cesarean may be done 
in certain mental cases in order to perform steri- 
lization at the same operation. 

9. Cervical Dystocia may present such an insur- 
mountable barrier to delivery that Cesarean is the 
only way out. 

10. Miscellaneous. Ruptured uterus, made Ce- 
sarean imperative in two cases at City-County. One 
Cesarean was done because of an open rectovaginal 
fistula. 

It should be emphasized that the mortality from 
Cesarean section is definitely higher than from nor- 
mal delivery. In Sloane Hospital the Cesarean sec- 
tion mortality rate for 1934-36 was 2.8 per cent. 
The general mortality rate was 3.75 per 1,000, or 
0.37 per cent. In most large clinics the rate of 
death for mothers delivered vaginally is 0.2 per cent 
to 0.5 per cent, while the Cesarean mortality rate 
is 2 to 5 per cent—a ten-fold difference. Does Ce- 
sarean offer the best chance for a living baby? 
One is inclined to answer, “Yes.” But for three 
years in Sloane Hospital, the infant death rate in 
Cesarean cases was 3.9 per cent, while infant mor- 
tality in general was 4.2 per cent. This small dif- 
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ference does not justify jeopardizing the mother’s 
life unless indications are definite. 

To lower the mortality rate from Cesarean sec- 
tion, we must endeavor to place more cases in the 
elective class. This means more careful prenatal 
study. In El Paso it means better education of mid- 
wives and doctors. In City-County Hospital, where 
an elective Cesarean is seldom done, four mothers 
died in 17 operations—a mortality of 23.5 per cent. 
The infant mortality was 35 per cent, uncorrected. 
Eliminating stillborn babies, infant mortality was 
5.8 per cent. At St. Louis Maternity Hospital fetal 
mortality for ten years was 8.2 per cent. Through- 
out the United States infant mortality after Ce- 
sarean section is 8.5 per cent. 


SUMMARY AND CONCLUSIONS 

1. Careful evaluation of the dangers for mother 
and baby should precede Cesarean section. The op- 
eration is probably often performed without definite 
indications. 

2. Contracted pelvis, placenta previa, and pelvic 
tumors head the list of indications for Cesarean 
section. 
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3. Cesarean is contraindicated in the presence of 
infection. 

4. Review of Cesarean section at City-County 
Hospital for an eleven-year period finds an inci- 
dence of 0.6 per cent in 2,732 deliveries, with ma- 
ternal mortality of 23.5 per cent, fetal mortality of 
5.8 per cent following the operation. 

5. It is emphasized that attempt should be made 
to place more Cesareans in the elective class, there- 
by reducing mortality. 


El Paso National Bank Bldg. 
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Extrapleural Pneumothorax in the Treatment of Phthisis 


JOHN C. JONES, M.D. 
Los Angeles, California 


XTRAPLEURAL pneumothorax is an endotho- 
racic extrapleural pocket of air induced for 
the purpose of selectively collapsing the apex of the 
diseased lung when symphysis of pleura prevents 
satisfactory intrapleural pneumothorax. It is 
created by the surgical stripping of parietal pleura 
from the chest wall and mediastinum, the collapse 
being maintained by repeated instillation of air into 
this artificially created space. It differs essentially 
from intrapleural pneumothorax in that it is en- 
tirely outside the parietal pleura, its base being 
composed of fused parietal and visceral pleurae, 
and, furthermore, in the respect that it is selective 
in the extent of collapse of diseased lung. 


INDICATIONS FOR EXTRAPLEURAL 
PNEUMOTHORAX 

Schmidt and Theiss have conveniently classified 
the indications for this operation into three groups: 
(1) absolute, (2) broad relative and (3) conditional 
relative. 

The absolute indications are: 

1. Conservative treatment has failed. ; 

2. The tuberculosis lesions must be well stabi- 
lized. 

3. The cavities are not fibrotic, tertiary or stiff- 
walled. They must not be more than 4 cms. in di- 
ameter, while the base should not extend below the 
sixth rib level posteriorly. 
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4. The contralateral lung should be free of active 
tuberculosis. 

5. The respiratory and circulatory function 
should be favorable. 

In our opinion, this absolute indication group in- 
cludes non-acute, relatively recent unilateral lesions 
which are very limited in extent, occurring in fair 
or good surgical risk individuals without major con- 
traindications for selective apical thoracoplasty. 
Furthermore, it is the group in which the best re- 
sults and fewest complications may be expected 
from the operation. 

The broad relative indications claim those cases 
excluded from the absolute group by virtue of the 
size and/or position of the cavities, contralateral 
cavernous or extensive involvement, or poor circu- 
latory or respiratory function. Satisfactory estab- 
lishment of the extrapleural space is accomplished 
in the vast majority of these cases. While a high 
percentage of excellent results is obtained, the in- 
cidence of complications is greater and the main- 
tenance of an adequate space is more difficult than 
in Group I (the absolute group). 

The conditional relative group represents cases 
with old tertiary stiff-walled cavities in which thor- 
acoplasty is contraindicated because of the size and 
position of the cavities, or the existence of contra- 
lateral pulmonary cavities, and/or the poor physical 
condition of the patient. Ipselateral thoracoplasty 
might be considered in these cases if and when the 
preliminary extra pleural pneumothorax improves 
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the contralateral lesions and the physical condition 
of the patient sufficiently to warrant it. Included 
in this group are those who refuse thoracoplasty. 

Demanding special consideration there remain 
additional indications not particularly and specifi- 
cally included in Schmidt’s and Theiss’s classifica- 
tion. I refer to a group of young individuals in 
the first two decades of life, who having cavernous 
lesions are faced with major thoracoplastic collapse 
with its osseous developmental disturbance and 
horrible postural deformity. In this group we be- 
lieve a preliminary extrapleural pneumothorax with 
later consideration of thoracoplasty if it be desir- 
able or imperative, to be a more rational thera- 
peutic program. 

Lesions with a tendency to large exsanguinating 
hemorrhages should be considered an indication for 
extrapleural pneumothorax, for three reasons: (1) 
The large selective collapse directly over the bleed- 
ing cavity offers a greater collapse and more as- 
surance of control than does the amount of col- 
lapse to be derived from the first or second stage 
of thoracoplasty. (2) The patient postoperatively 
is able to cough and expectorate the new and old 
bloody secretion with more ease and comfort imme- 
diately following extrapleural pneumothorax than 
after thoracoplasty. There is, therefore, less chance 
for contralateral spread of the disease and atelec- 
tasis. (3) Patients with these huge hemorrhages 
are poor risks for major surgery with a more shock- 
ing procedure such as thoracoplasty in contra- 
distinction to a nonshocking less radical extra- 
pleural pneumothorax. 

In this special group of cases in which thoraco- 
plasty is contraindicated we would include those 
with serious metabolic disturbances such as diabetes 
and nephritis; the hypertensives; those in whom 
observation has led to presumption or suspicion of 
possible early psychopathic or mental disturbances; 
debilitated patients as a result of intestinal or renal 
tuberculosis; and lastly, intractable asthmatics. 

CONTRAINDICATIONS 

Contraindications to extrapleural pneumothorax 
may be enumerated briefly as follows: 

1. A potentially patent pleural space in which 
intrapleural pneumothorax is feasible. 

2. Huge cavities with very thin superficial walls. 

3. Presence of pure or mixed infected tuber- 
culous empyema with or without intrapleural pneu- 
mothorax. 

4. Acute, rapidly progressing exudative lesions 
with great toxicity and high fever. 

5. Bronchopleural and bronchopleurocutaneous 
fistulae. 

6. Progressive and rapidly extending ulcerative 
tuberculous tracheobronchitis. 

7. Infections of the skin. 

8. Meningeal, miliary and terminal cases. 

To disregard these contraindications will in the 
majority of instances lead to failure and disaster 
with concomitant condemnation of this surgical 
procedure, as much as with any other ill-advised 


SOUTHWESTERN MEDICINE 


149 


operation. Furthermore, to recommend and carry 
out an extrapleural pneumothorax merely because 
all else has failed and thoracoplasty is inadvisable 
and there is nothing left to be done in a hopelessly 
poor risk patient does great injustice to this op- 
eration. 

POSTOPERATIVE CARE 

It is our custom in immediate postoperative care 
to have the patient turned frequently from side to 
side, to induce deep inspirations by carbon dioxide 
every three hours, and to control carefully the seda- 
tives in order that the danger of atelectasis may be 
minimized. Following extrapleural pneumothorax 
patients cough and expectorate with great facility. 
We have had no complications such as sputum re- 
tention and atelectasis postoperatively. 

The procedures followed to maintain this extra- 
pleural space by the introduction of air except for 
a few important particulars differ little from those 
required for intrapleural pneumothorax. Provided 
fluoroscopic or roentgen examination twenty-four 
hours after operation shows the space to be still 
evident, the introduction of air is first accomplished 
on the first or second postoperative day depending 
on roentgen or fluoroscopic findings. It may be 
introduced either through the first or second inter- 
space anteriorly, usually somewhat lateral to the 
midclavicular line, or posteriorly just mesial to the 
upper half of the operative wound in the neigh- 
borhood of the rib resection. The anterior ap- 
proach is usually more convenient. A 20 or 22 
gauge needle is used and the initial refill may vary 
from 50-200 cc. A manometer graduated to 60 or 
more centimeters of water must be employed since 
the positive pressure often runs from plus 30 to 50. 
As a rule, by the end of three weeks the patient 
is on a weekly schedule although the instillation of 
air may have to be repeated every day or two in 
the beginning. In the first few refills until the 
space has been well established it is better to keep 
the positive pressure in the neighborhood of plus 30, 
provided this is sufficient to hold the space orig- 
inally established. A convenient method is by the 
use of a two-way connecting valve to have needle 
attached both to the manometer and to a 100 cc. 
syringe. The original pressure is recorded; then 
under syringe pressure a known amount of air is 
injected, the pressure being frequently checked by 
turning the stop valve. The portable pneumothorax 
machine to which one has become accustomed can 
be used, though, of course, to obtain these higher 
pressures the levels separating the two bottles must 
be considerably farther apart. 

REFILLS 

The exacting guide to the frequency and amount 
of air refills is fluoroscopy or roentgenogram since 
extrapleural pneumothorax manometric readings 
are at times misleading, as is physical examination 
of the chest. Since the patient had a refill of air 
(150-250 cc.) immediately after the completion of 
surgery, we are guided by the overexposed upright 
portable bedside roentgenogram twenty-four hours 
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later. In the earlier cases serosanguineous saline 
was usually aspirated and a variable amount of air 
replaced on the day following surgery, whereas now 
we leave the pocket dry at the time of closure of 
the wound and find it rarely necessary to aspirate 
the fluid that accumulates. Since manometric 
pressures are so variable, the hard fibrotic lung 
usually showing higher positive pressures even on 
a relatively small refill, there is no exact range of 
pressures that can be reliably set forth. Usually the 
pressures are definitely on the positive side and the 
early refills vary from 100-400 cc. Refills are most 
conveniently given in the second interspace an- 
teriorly and are repeated from then on as often as 
fluoroscopic and roentgen examination indicate, 
usually on the second, fourth, sixth, ninth, twelfth 
and sixteenth days, etc. 

Careful comparison of the preoperative with the 
postoperative roentgenogram is the only reliable 
method of deciding the amount of collapse that will 
be necessary for treating the lesion in question. It 
has been our experience as well as that of others 
that the mistake is usually in pleurolysing too small 
a@ space or in “letting up” too fast on the pneumo- 
thorax pocket only to have reappearance of the 
cavity or activation of the lesion. It is better to 
maintain a pneumothorax that is apparently larger 
than necessary for the lesion in question than to 
have to resort to very high positive pressures later 
in an attempt to hold an adequate space. High 
positive pressure early in the postoperative course 
increases interstitial emphysema and is apt to lead 
to bronchoextrapleural] fistula and herniation of the 
wound. 

Since the serohemorrhagic exudate forms in vari- 
able amounts postoperatively, one is again to de- 
cide by roentgenogram and aspirate if it is large in 
amount or if after the seventh postoperative it 
would appear to be still increasing in amount. If 
at aspiration it appears very sanguineous, it is well 
to needle irrigate the cavity with physiological sa- 
line in order to minimize the amount of fibrinous 
coagulum that will form later. The latter is con- 
ducive to scar tissue contraction of the mesiothelial 
lining of the cavity and symphysis of the layers 
lining this same space. 


COMPLICATIONS 
Complications may be classified into immediate 
and late groups: 
Immediate: tear of pleura 
hemorrhage 
perforation of lung or cavity 
infection 
serosanguineous effusion 
emphysema 
hemorrhage 
perforation of cavity—bronchoextra- 
pleural fistula 
pyogenic infection 
tuberculous infection 
hernia 
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loss of space 
air embolus 
Of the immediate complications a not infrequent 
and usually inconsequential mishap is tear of the 
pleura during pleurolysis. If the tear be large or 
small and the resulting intrapleural pocket be 
small, there is no indication to repair it. If the tear 
be small and the resulting intrapleural pocket be 
large, the vital capacity of the patient limited, and 
activity is present in the opposite lung, then closure 
with muscle graft is indicated if the edges of the 
torn pleura cannot be easily approximated without 
further tearing. If the tear is small and the lesion 
very extensive, the vital capacity good and the con- 
tralateral lung inactive, one might consider greatly 
enlarging the pleural rent and obtaining a partially 
intrapleural and extrapleural combined collapse. 


. This we have done in one case and an excellent re- 


sult was obtained. Positive pressure under cyclo- 
propane during the repair of a tear is a great ad- 
vantage in a patient with lowered pulmonary or 
cardiac function. 

Hemorrhage from small vessels during pleurolysis 
is easily controlled by the warm moist three-inch 
wide tapes especially made for temporarily packing 
the extrapleural space during operation. We be- 
lieve the oozing is slightly greater if cyclopropane- 
oxygen anesthesia is used. We have not in any 
case had to resort to neural clips to arrest hem- 
orrhage. Bleeding from smal] perforating vessels 
anteriorly is easily controlled by pressure of a dry 
gauze pledget on Hartman forceps. Diathermy 
might be resorted to if a nonexplosive anesthetic is 
being employed. We have encountered no bleeding 
from injury of mediastinal vessels, but if this should 
occur an immediate enlargment of the wound and 
repair with or without muscle is obviously indicated. 
In such an instance the fact that a patient is al- 
ready under the influence of a general anesthetic 
is indeed a distinct advantage. 

Where very dense adhesions are encountered hem- 
orrhage, perforation of lung or cavity are definite 
hazards and are best avoided by abandoning opera- 
tion, for the risk-is great and the complications 
serious. In the event of cavity or lung perforation 
at the time of surgery the operation should at once 
be abandoned, the already freed extrapleural space 
loosely packed with gauze, and to facilitate future 
packings the external opening enlarged by rib re- 
section of the rib above or below with its interven- 
ing intercostal bundle. Pulmonary cavities have 
been perforated twice in our series. In both cases 
the freeing was extremely difficult and abandoning 
the operating had been considered before the per- 
foration occurred. In the first instance what ap- 
peared to be a satisfactory repair without wide- 
spread contamination resulted in increasing em- 
physema and although the wound was later opened 
and the space packed the patient died in nine days 
of toxemia and infection of chest-wall. In the 
second case a packing of the extrapleural pocket at 
the time of operation has resulted in a still ex- 
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istant (three months postoperative) sinus. The 
fistula is closed and the scanty sputum is negative. 
In our limited experience it is a far safer procedure 
to pack open a wound with cavity perforation than 
to attempt to repair it and hope to hold an uncom- 
plicated extrapleural pneumothorax. 

Primary surgical pyogenic infection of the wound 
and of the pneumothorax is no more frequent than 
in any other operative procedure. In the one case, 
a staphylococcus infection of the pneumothorax 
space was drained through the posterior wound and 
the latter Dakinized. In a few days the opening 
closed, the pneumothorax refills re-established, and 
since the wound has entirely healed and the cavity 
closed with negative sputum the patient has run 
an uneventful course. 

Serosanguineous effusion for the first few post- 
operative days is the usual and expected event. In 
the great majority where the pocket was left dry at 
the time of operation, no subsequent aspiration is 
needed and usually the pneumothorax space is dry 
in two weeks. Where there is persistent or a rapid 
accumulation of fluid aspiration is indicated. 


Interstitial emphysema is the usual finding and 
is in direct proportion to the amount of coughing 
the patient has done. It has required no treatment 
in our series. 


LATE COMPLICATIONS 

1. Hemorrhage or oozing into the pneumothorax 
pocket for days following operation may be a trou- 
blesome complication. In our one instance, it was 
controlled by needle aspiration and irrigation with 
warm saline. Eventually a dry space resulted. 
Schmidt suggested aspiration of fibrin and blood 
clot through a catheter introduced through a thora- 
coscopic cannula. It would seem that in the case 
of continued oozing that thoracoscopic examination 
of the space might reveal the bleeding points and 
that these might be coagulated with the pneumo- 
nolysis electrode. 


2. Perforation of a cavity and resulting broncho- 
extrapleural fistula may occur at any time during 
the course of refills. It is due to necrosis of the 
wall of the cavity and a sloughing into the extra- 
pleural pneumothorax. Monod believes this due to 
the lateral wall of the cavity losing its blood supply 
from the chest wall from which it has been freed. 
It might also be due to needle injury of the lung 
at the time of refill in rare instances. We have had 
two cases in which the cavity later sloughed out 
into the extrapleural pocket. There was extensive 
emphysema and though the pocket was drained on 
the fifth and seventh postoperative days by opening 
the wound, the patients died of toxemia and a con- 
tralateral spread of the disease. These cases should 
be drained at once after the diagnosis is established. 
Even then, the prognosis is not good. 

3. Late pyogenic infection of the extrapleural 
pneumothorax is not common if we exclude those 
cases which result from broncho-extrapleural fis- 
tula. We have seen none. If the patient is not 
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toxic, aspiration and needle irrigation should be 
tried. If the patient is toxic and very septic, how- 
ever, drainage should be at once established. 


4. Tuberculous infection of the extrapleural 
pneumothorax space is a common complication of 
this operation. At Olive View Sanatorium routine 
examination was made of all patients developing 
fluid after the initial postoperative (traumatic) 
serosanguineous effusion had or should have ab- 
sorbed. In the first fifty pneumothorax pockets 
fifteeen (30 per cent) developed fluid. Of these, 
nine (18 per cent) were proved tuberculous by 
smear, culture or guinea pig inoculation. If the 
tuberculous infection cannot be controlled on needle 
aspiration alone or with saline needle irrigation, 
then following aspiration and saline irrigation two 
and one-half per cent gomenol in olive oil is in- 
stilled into the infected space. This is repeated at 
one, two or three weekly intervals, depending on 
the rapidity of pus accumulation and the toxicity 
of the patient. Eight per cent of our cases required 
therapeutic oleothorax. 


5. Herniation of the wound a few months follow- 
ing surgery is a complication we have seen twice. 
Following refills under fairly high pressures these 
two patients can by coughing and straining herni- 
ate a walnut-sized area just mesial to the scapula 
under the scar corresponding to the resected rib 
area. It is not painful, the patients are conscious 
of its presence, but it has not hampered their con- 
valescence. It is, no doubt, due to high pneumo- 
thorax pressures early in the postoperative course 
before solid healing of the intercostal repair has 
taken place. We have not as yet attempted hernial 
repair, but would not hesitate to do so if the com- 
plication became a major one. 


6. Loss of the extrapleural pneumothorax space 
may occur any time during the course of its ex- 
istence. It might be lost within the first two or 
three postoperative days if there is a great deal of 
coughing or if the patient has tracheobronchial tu- 
berculosis with balloon cavity. Accumulation of 
blood clot is conducive to early concentric contrac- 
tion of the scar tissue floor of the air pocket and 
symphysis with its chest wall and medistinal sur- 
faces. Tuberculous and sterile effusion into the 
pneumothorax space is likewise conducive to scar 
tissue contracture and loss of space. 

Once it becomes evident by x-ray and by the re- 
fills that the space is being lost it is essential to 
resort at once to a conversion to oleothorax. Two 
and one-half per cent gomenol in olive oil with an 
additional ten to twenty cc. of a twenty per cent 
lipiodol is instilled into the pneumothorax space 
and almost filling it. The purpose of the lipiodol is 
to have a heavy opaque oil at the bottom of the 
cavity (the patient being in the upright position) 
when roentgenograms are taken in order to demon- 
strate the relative and comparative inferior level of 
the space and thereby determine from time to time 
the degree of retraction and loss of space. If the 
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space was not infected before oleothorax, it is left 
in place indefinitely. It is aspirated and replaced 
if there existed a tuberculous infection. Fourteen 
per cent of our cases have had antisymphyseal oleo- 
thorax and four per cent a combined therapeutic 
and antisymphyseal oleothorax. 


7. In one instance air embolus during refill has 
occurred without residual effect. 

8. Tuberculous sinus in chest wall resulting from 
needle-tract infection from aspiration has occurred 
once. 

RESULTS 


Results: 100 cases; 106 operations* 





Absolute Broad Conditional Total 





Sputum negative 
Cavity closed 25 28 14 


67% 








Sputum positive 


Cavity open nee 11 17 28% 





Dead aoe 1 4 5% 





*Four bilateral and two unilateral two-stage op- 
erations. 


As already stated, we have no available figures on 
end results of cases that have been observed and 
studied for four or five years. The first of our own 
series was operated in September, 1937, and we 
hasten to add that a study of a group of cases of 
which the oldest is nineteen months can offer no 
reliable information on late results. 


Interestingly enough, all cases falling in the abso- 
lute indication group had cavity closure and sputum 
negative. You will recall, this type of case had a 
contralateral clear or healed lesion; the cavity was 
not thick walled, not over 4 cm. diameter, and was 
located above the sixth rib posteriorly. 


As the indications became poorer, so did the re- 
sults, with mortality increasing in proportion. Thus 
the broad relative indication, while not good, offers 
the patient falling in this group a two-and-a-half 
to one chance of cavity closure and sputum con- 
version. This group, you will recall, had cavities 
larger than 4 cm., extensive lesions extending below 
the sixth rib, with contralateral involvement and 
poor functional tests. While 28 cases responded 
with closed cavity and negative sputum, 11 failed 
to convert and one died of sloughing cavity, infec- 
tion and contralateral extension. 

Indeed, a most questionable group for this opera- 
tion is the relative conditional cases whose large 
stiff-walled cavities, contralateral involvement, and 
poor functional tests contraindicate almost all sur- 
gery. While fourteen cases had apparent cavity 
closure with sputum conversion, seventeen failed 
and four others died. A patient in this group has 
a forty per cent chance of sputum conversion if an 

Ed:—This paper appears in somewhat abbreviated form be- 


cause of space requirements. Historical notes and surgical tech- 
nic have been omitted. 
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adequate pleurolysis can be obtained. The four 
deaths were as follows: in one the cavity was opened 
at operation, repaired, patient died of toxemia, sep- 
sis and contralateral spread; in another case the 
cavity later sloughed and perforated into the extra- 
pleural space and the -patient died of the same 
cause; the third patient with contralateral intra- 
pleural pneumothorax developed fistula months fol- 
lowing operation, and, following first stage thora- 
coplasty on the same side, died from infection, sep- 
sis and tuberculous spread of disease in both lungs; 
the fourth death occurred three months following 
operation after an early uneventful course. This 
patient had bilateral cavities, both of which had 
been well established for many months. Against 
the advice of her physician and due to the fact that 
she felt so much improved she took a sun bath. 
That night she had a fever, in three days evidence 
of acute miliary tuberculosis developed, and within 
a week she died. Autopsy revealed approximated 
cavity walls on the operated side, the contralateral 
cavity present and miliary tuberculosis of lungs, 
liver, intestines and kidney. 


Four bilateral extrapleural pneumothoraces have 
been included in this group. All have sputum con- 
version and cavity closure. Two have as yet bi- 
lateral pneumothoraces, while two have been con- 
verted to unilateral antisymphyseal oleothoraces 
with contralateral extrapleural pneumothorax. 


The vast majority of the complications were en- 
countered in the relative indication group, more in 
the conditional than in the broad. The mortality 
rate was a little over four hundred per cent more 
in the conditional relative indications than in the 
broad relative classification. 


The operation has many advantages over plomb- 
age where wax, gauze, balloons and other foreign 
bodies not infrequently erode the lung, and over the 
inadequate collapse of muscle and fat implantation 
which soon atrophy and absorb. 


SUMMARY 


1. Extrapleural pneumothorax has a definite 
place in our program of collapse therapy in cases 
where intrapleural pneumothorax is not feasible 
and in cases in which thoracoplasty is contraindi- 
cated. 


2. A one-stage operation offering at once selec- 
tive collapse, it would appear a conservative pro- 
cedure, less traumatizing and painful than thoraco- 
plasty and therefore better tolerated by a chron- 
ically ill patient. 


3. The early results obtained are indeed grati- 
fying, but as yet we have no late results to report 
or quote from the literature. 


4. The early results are best and complications 
and deaths few in the cases where the indications 
are clear-cut. Failures are due to lack of correct 
indications, poor technique or poor after-care. 


427 S. Arden Blvd. 
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Retrobulbar Neuritis 


LEWIS F. MORRISON, M.D. 
San Francisco, California 


HE subject of retrobulbar neuritis as a result of 
infection in the ethmoid sinuses is brought to 

your attention because it is of interest to both the 
ophthalmologist and the rhinologist. The diagnosis 
and treatment of this condition necessitates the 
utmost in co-operation and confidence between 
these two specialties in order that the patient may 
obtain satisfactory results. Whenever possible a 
third consultant in the form of a neurologist is ad- 
visable. If all three can agree on the diagnosis and 
treatment, the results obtainable will be excellent. 
The literature on the subject of retrobulbar neu- 
ritis is very extensive and has been so for many 
years. The monumental work of Onodi' pre- 
sented a bibliography of some 191 articles. There 
have been few years since then that numerous con- 
tributions have not been made. A few of the early 
articles bear abstraction and quotation if for no 
other reason than to remind us that the contribu- 
tions of many whose names are a heritage—Loeb, 
Fuchs, Killian, Teillais, Krauss, etc.—were the re- 
sult of years of painstaking labor. And their works 
still live because of their keen observations and 
excellent diagnostic acumen. Eales’ reports a case 
of retrobulbar neuritis resulting from ethmoid dis- 
ease. In this case there was no orbital cellulitis and 
no symptoms to attract attention to the nose until 
there was an escape of a large quantity of pus. 
After this happened there was a rapid subsidence of 
the neuritis. Caldwell’ stated that the subject of 
the relation of pathology of the nasal sinuses to 
diseases of the eye is an interesting and compara- 
tively unexplored field. He suggested a thorough 
nose, throat and accessory sinus examination in all 
cases of retrobulbar neuritis and if any vathology 
is found recommends early free drainage. He fur- 
ther stated in regard to conservatism: “Every ir- 
regularity does not have to be smoothed down. The 
artistic effect is not important.” The writers up 
to 1907 and 1908 laid stress on the relationship of 
the optic nerve and the nasal accessory sinuses and 
felt that pressure was the all important factor. 
Gradle in 1915 wrote: “I believe that I am justified 
in stating, contrary to the teachings of Onodi and 
Loeb, that the anatomic relations of the sphenoid 
and the ethmoid cells to the optic canal are im- 
material when it comes to a question of optic nerve 
involvement in accessory sinus disease. The trouble 
is transmitted by the soft tissues alone.” This con- 
clusion was obtained from the fact that if the intra- 
canalicular portion of the dura becomes involved 
and causes pressure on the periphery of the optic 
nerve within the canal, the peripapillary bundles 
alone will be affected and an enlargement of the 
blind spot will result. If the process extends fur- 
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ther and involves the central vein of Vossius and 
causes a surrounding edema the neighboring nerve 
bundles will suffer. The resulting central scotoma 
is due to involvement of the papillomacular bundles. 

It was not long until a dissenting element arose 
and maintained that the eye symptoms were only 
the early manifestation of multiple sclerosis and 
that the intranasal procedures were quite unneces- 
sary. There resulted much controversy and the 
pendulum has made the usual migrations to both 
sides of the midline. The German literature is best 
represented by the works of Meller’, who discusses 
the rhinologic origin, and Marburg’, who discusses 
the multiple sclerotic origin. In this country the 
works of White‘ and Benedict’ present the two sides 
of the etiology and treatment of the condition. It 
is somewhat startling to read a report of 225 cases 
of retrobulbar neuritis wherein 155 were due to 
multiple sclerosis and only one case due to sinus 
disease. 

DIAGNOSIS 

Dunnington" states that to the ophthalmologist 
the term, retrobulbar neuritis, conveys a certain 
clinical picture, the salient features of which are: 
diminished vision, a central scotoma and a normal 
fundus. He then incorporates the apt description 
of Weill that it is, “a disease in which neither the 
patient nor the physician sees anything.” Dun- 
nington further states that retrobulbar neuritis is 
the initial sign of multiple sclerosis, and may pre- 
cede the other signs by many years. Eight years 
represents a conservative average. The longest re- 
ported period between the early eye signs and the 
definite manifestation of the other signs of mul- 
tiple sclerosis is 47 years. This controversy over 
the etiology of retrobulbar neuritis is most interest- 
ing and stimulating, but has contributed little to 
the welfare of the patient who suddenly finds that 
his vision is diminished and is progressively getting 
worse. In some instances the adherents of the mul- 
tiple sclerosis theory agree that something must be 
done and even advise operation on the ethmoid and 
sphenoid. When the vision returns they assuage 
their conscience by stating that drainage is not the 
prime factor but the hyperemia following the op- 
eration and irritation due to the packing is the 
beneficial agent. The diagnosis of retrobulbar neu- 
ritis demands close co-operation of the ophthal- 
mologist and the rhinologist in all cases. The coun- 
sel of the neurologist is always desirable and should 
be obtained whenever possible. There is ample time 
in all cases for a complete physical examination. 
Other than foci of infection, the differential diag- 
nosis must consider (1) toxic amblyopia due to 
tobacco, (2) alcohol, (3) various drugs or chemicals, 
(4) lues, (5) early manifestation of hypophyseal 


(Continued on page 158) 
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48th ANNUAL MEETING 


Opening April 13 at the Westward Ho Hote] in 
Phoenix, the 48th annual session of the Arizona 
State Medical Association was the best attended in 
the long history of organized medicine in Arizona. 


The House of Delegates declined: to set in motion 
plans calculated to provide some form of health in- 
surance under the sponsorship of the Association. 
It was said that, “Careful study has been given to 
(these) attempts to make hospitalization and med- 
ical care available on an insurance plan. It was 
the decision of the committee that a low income 
medical service plan could not function properly 
without a satisfactory hospital plan being in opera- 
tion. . . . the committee further recommends that 
when the hospital plan is in successful operation 
that further consideration be given the low income 
medical service plans.” 


Dr. E. H. Cary of Dallas, Texas, professor of 
ophthalmology at Baylor Medical College, and for- 
mer president of the American Medical Association, 
addressed the general assembly on various aspects 
of the federal legislative program regarding medical 
care. His theme was that, “with all our hearts we 
are for those things which will prevent disease, but 
the practice of medicine is a very distinct service 
and the public health service should not attempt 
that for which it is not trained.” In similar vein 
Dr. Cary criticized the Wagner bill. Dr. Cary is a 
member of the committee of seven named by the 
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House of Delegates of the American Medical Asso- 
ciation to confer with President Roosevelt on mat- 
ters pertaining to federal health legislation. 


Dr. C. S. Smith of Nogales assumed the presi- 
dency of the Association, to hold office until the 
1940 session in Tucson. Other officers elected by 
the House of Delegates were: Dr. D. F. Harbridge 
of Phoenix, president-elect; Dr. Dan Mahoney of 
Tucson, vice-president; Dr. Leslie R. Kober of Phoe- 
nix, secretary; Dr. C. E. Yount of Prescott, treas- 
urer. Dr. J. D. Hamer, Phoenix, was re-elected 
speaker of the House of Delegates, and state dele- 
gate to the American Medical Association. Coun- 
cillors named were: Dr. W. Paul Holbrook, Tucson; 
Dr. George C. Truman, Mesa; Dr. J. O. Bassett, 
Prescott; Dr. Hal W. Rice, Bisbee. Mrs. J. D. 
Hamer of Phoenix was named president-elect of 
the Women’s Auxiliary of the State Association. 





GEORGE T. COLVARD, M. D. 

At the 57th annual session of the New Mexico 
Medical Society in Gallup, May 11-13, 1939, Dr. 
George T. Colvard of Deming was elevated to the 
office of president. 


Dr. Colvard was born in Jefferson, N. C., in 1896, 
the son of a physician, Dr. J. W. Colvard. His early 
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education was obtained in the public grade and 
high schools. Academic training was taken at the 
University of North Carolina during the years 1915- 
17 and 1919-20. He entered the Medical College of 
Virginia in 1920, graduating in 1924 with his M.D. 
degree. At various times he interned at City Home 
Hospital, Richmond, and St. Francis Hospital, Jer- 
sey City, N. J. Dr. Colvard served in the armed 
forces of his country, being attached to a naval 
hospital camp. 


Private practice was begun at Florence, Colo. 
After a few months he moved to Hurley, N. M., 
taking an appointment with the Nevada Consoli- 
dated Copper Co. from 1926-31. In 1931 he moved 
to Deming, where has has since conducted a gen- 
eral and surgical practice. 


In 1925 Dr. Colvard married Miss Fleda Harwell 
of Luve, N. C. They have two sons, George T., Jr., 
age 10, and Patrick B., age 8. 


Memberships held by Dr. Colvard are: Theta 
Chi fraternity (academic), Phi Chi fraternity (med- 
ical), New Mexico Medical Society, American Med- 
ical Association, Southwestern Medical Association. 
He has served three years in the House of Dele- 
dates of his state society and two years as vice- 
president. He is a member of the board of man- 
agers of SOUTHWESTERN MEDICINE, chairman 
of the board of Carrie Tingley Hospital for Crippled 
Children at Hot Springs. He holds a commission 
as Major in the Medical Corps of the New Mexico 
National Guard. 


Dr. Colvard has for years been active in the 
service of organized medicine in his state. Al- 
though engaged in a busy private practice he has 
found time to devote himself to the problems and 
detail of many public demands made upon him. 
He brings exceptional ability to the post given him 
as president of the New Mexico Medical Society. 





SLOW EPINEPHRIN 

The transient effect of parenterally administered 
epinephrin has proven to be a short-coming in its 
use in asthma particularly. Many patients have 
been greatly inconvenienced by the number of hy- 
podermic injections needed to keep them comfort- 
able over a 24-hour period. Some measure of as- 
sistance has been afforded these patients by the use 
of inhalations of a 1-100 dilution of the hormone. 


Keeney’, working at Johns Hopkins, has intro- 
duced a compound which he calls “slow epine- 
phrin”, which is quite slowly absorbed from the 
tissues into the blood stream. Since the introduc- 
tion of protamine insulin many investigators have 
attempted to solve the problem of slower absorp- 
tion of other hormones. Keeney makes a suspen- 
sion of powdered epinephrin in a vegetable oil so 
that 1.0 c.c. of the mixture contains 2.0 mg. of 
epinephrin. Peanut oil seems to be less irritating 
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to the tissues than other oils used. In 30 patients 
treated during paroxysms of asthma, each was giv- 
en iritramuscularly from 0.5 c.c. to 1.5 c.c. of the 
“slow epinephrin”, and remained free from asthma 
for from 9 to 16 hours, averaging about 12 hours 
relief per case. Previously these patients were com- 
pelled to resort to frequent (6-10) injections of reg- 
ular epinephrin per day in order to remain free 
from asthmatic attacks. Because of the variance 
of individual response to epinephrin caution should 
be observed in giving the initial dose. Usually 
chronic cases may be begun with a dose of from 
0.5 c.c. to 1.0 c.c. Sometimes in acute asthma it 
may be necessary to first administer regular epine- 
phrin for immediate relief, then follow with the 
dose of “slow epinephrin.” “Slow epinephrin” has 
been used in urticaria and serum sickness, with 
good results. 


This new agent. may prove of value to the physi- 
cian of the Southwest, who annually sees hundreds 
of cases of asthma sent out here from their Eastern 
homes. The emulsion is soon to be made available 
commercially. 


“Slow Epinephrin’—A New Slowly 


1. Keeney, Edmund L.: 
Med. Ann., D. of C., 8:48, 


Absorbed Preparation of Epinephrin. 
Feb., 1939. 





AGING POPULATION 


Medical science is directly concerned with a new, 
disturbing factor in the American scene. Modern 
medical practice has greatly increased the segment 
of the population over 55 years of age. It has been 
said that today there are more people over 55 in 
this land than there are under 10. Based on the 
1930 census, the statement is made that 5.4% of 
the entire population is over 65 years of age. Below 
4% of Arizona’s population is over 65, while the fig- 
ure for Texas and New Mexico is between 4% and 
6%. California, that lovely Utopian fairy land, nur- 
tures among her population from 6% to 8% over 
65. Possibly that figure sheds light on the vast pop- 
ularity of the old-age pension schemes that flour- 
ish there. Maine, New Hampshire and Vermont, 
traditionally conservative provinces, have of late 
showed unmistakable signs of embracing the new- 
er theology of old-age annuities at the state’s ex- 
pense. Over 8% of the inhabitants of these states 
are over 65 years old. 


American medicine has greatly reduced the death 
rate at two age extremes, viz., in infants and in the 
aged. In adding to the life expectancy of the latter 
group there has been created a new economical 
problem for society to deal with. As medicine is 
successful in prolonging life, so must there be a 
concomitant problem of how to care economically 
for the older group, who are all too often dependent 
and even indigent. There may be expected a grow- 
ing instead of lessening demand on the part of 
the aged for more substantial consideration from 
society’s treasurers. 
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NOTES FROM ANNUAL MEETING 

During the annual meeting of the Arizona State 
Medical Association as held at Phoenix, April 13, 
14, and 15, 1939, election of officers resulted as 
follows: President-elect, D. F. Harbridge, M.D., 
Phoenix; Vice-President, Dan L. Mahoney, M.D., 
Tucson; Secretary, Leslie R. Kober, Phoenix; Treas- 
urer, C. E. Yount, Prescott; Speaker of House of 
Delegates, J. D. Hamer, Phoenix; Councilor, Cen- 
tral District, Geo. C. Truman, Mesa; Councilor, 
Northern District, Geo. O. Bassett. Prescott; Coun- 
cilor, Southern District, W. Paul Holbrook, Tucson; 
Delegate to the American Medical Association J. 
D. Hamer, Phoenix. Dr. Hal W. Rice automatical- 
ly becomes, as retiring president, Councilor-at- 
Large for three years. 





RECORD ATTENDANCE 

The Annual Meeting for 1939 saw a record at- 
tendance for both the Scientific Sessions and the 
House of Delegates. By action of the House of Del- 
egates the Annual Meetings will alternate between 
Tucson and Phoenix, in hopes of maintaining high 
attendance for future meetings. Tucson will enter- 
tain the Association under this plan for the session 
of 1940. 





THE NAVAJO TRACHOMA PROBLEM 


WHAT IS TRACHOMA? 

Trachoma is a disease or sickness of the eyes 
which affects mainly the eyelids and cornea or 
clear part that we see through. The underside of 
the lids become thick and rough and have small 
bumps or nodules called follicles, which condition 
is accompanied, ordinarily, with a discharge of pus 
due to secondary infection. The cornea or clear 
part of the eye normally has no blood vessels. But 
after the trachoma Virus, bug, or germ gets into 
the cornea, new blood vessels begin to form in an 
effort ‘to get rid of these bugs and the result is 
called pannus. 

HOW DOES IT SPREAD? 

Trachoma is spread by this discharge of pus 
getting on the fingers of the trachomatous person, 
on a towel, handkerchief, cloth, washbasin, or 
whatever comes in contact with this pus from the 
eyes and is carried in that way to other persons’ 
eyes, and they in turn become infected with tra- 
choma. 

IS THERE TRACHOMA IMMUNITY? 

In other words, does everyone have or get tra- 
choma? So far as we know, every race of people 
contract it when exposed except, possibly, the Ne- 
gro race. When once cured or arrested everyone 


has to be careful not to be exposed to it or they 
will contract it again. If you will remember how 
it is spread and avoid such things that cause it to 
spread, you will not contract it. 


HOW MUCH TRACHOMA IS THERE ON THE 
NAVAJO RESERVATION? 


There has never been a complete survey among 
the pre-school children and adults, so we have no 
definite figures except for school children where 
trachoma will run between twenty and thirty per 
cent. This means that every third to fifth child 
has trachoma. 


IN WHAT AGE GROUP IS TRACHOMA FOUND? 


It is found in all age groups from a few weeks 
to very old age. It is possible for a child one week 
old to have it since it only takes one week for it 
to develop after exposure. 


WHAT IS OUR PRESENT TREATMENT FOR 
TRACHOMA? 

Our present treatment varies a great deal, de- 
pending upon the severity of the case, and is as 
follows: 

Copper sulphate solution dropped into the eyes. 

Silver nitrate solution rubbed on the lids. 

Chaulmoogra oil rubbed on the lids. 

Quinine bisulphate solution rubbed on the lids. 

Zinc sulphate solution dropped in the eyes. 

Saline boric solution to irrigate the eyes. 

Sulfanilamide given by mouth in pill form 

(thought by some to be a specific) 
Tartar emetic solution given in the vein for 
pannus. 
WHAT IS OUR PRESENT TRACHOMA 
PERSONNEL? 


Dr. Polk Richards is at the head of all trachoma 
activities in the entire Indian Service. Drs. J. F. 
Lane and W. P. Whitted have supervision over tra- 
choma work in the Navajo-Hopi reservations. They 
are assisted by six special trachoma nurses. The 
boarding schools are taken care of by the local hos- 
pital staff nurses and the day schools, by the 
teachers and Indian assistants which, all told, 
makes a very large personnel. However, the day 
school personne] is not trained to give more than 
the very simplest type of treatment. Therefore, 
the day school patients do not receive adequate 
treatment in all instances. That is why we ask to 
have the worst cases sent to the boarding schools 
so that they might have adequate treatment. 


What people are we treating and what ones are 
not being treated, and why? We are only treating 
boarding school and day school pupils because we 
do have enough personnel to reach those two 
groups but not enough for the pre-school and adult 
groups. However, more of these groups could be 
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Information, Please! 


Intraseasonal Treatment of 


Hay Fever 


is highly effective and not difficult if it is kept in mind 
that: 


The dose which the patient receives is the pollen extract 
administered plus the pollen inhaled. Therefore the dose 
should be small, at short intervals and increased gradually. 


The extract should never be injected where its distribu- 
tion cannot be controlled by a tourniquet if necessary. 


The extract used should be prepared as indicated for 
the individual patient. Treating with Bermuda extract alone 
when there is sensitization also to other pollens will give 
only partial relief. 

We advise: 

Test sets for your locality. 


Treatment sets for the individual patient. 


v 


PATHOLOGICAL LABORATORY 


Suite 507 Professional Building 
Phoenix, Arizona 


W. Warner Watkins, M. D. Harlan P. Mills, M. D. 
C. N. Boynton, M A. W. J. Horspool, Bus. Mgr. 
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treated if they would come to our day school 
clinics regularly. 

SHOULD THERE BE A TRACHOMA SCHOOL 

DURING THE SUMMER? 

We should have a summer Trachoma School 
through June and July for the reason that many 
of our trachoma cases are so nearly arrested when 
school is out in May that from one to two months 
more treatment will put them on the arrested list. 
Should they become active again during the short 
interval of August (their vacation time), the dis- 
ease will not become thoroughly established again 
as is usually the case when they have an all-sum- 
mer vacation of three months without treatment. 
Then it takes most of the next school year to cure 
them again. 

WHERE SHOULD THE SCHOOL BE? 

This point has involved considerable discussion, 
and it was thought best by the Indian Office to 
have it at Fort Defiance this coming summer be- 


cause it has everything desirable for the set-up’ 


such as dormitory facilities, hospital facilities, and 
is pretty well centrally located. 
WHO WILL BE EXPECTED TO ATTEND 
THIS SCHOOL? 

Those expected to attend will be children of 
school age from any part of the reservation. They 
will just go along with their school work as they 
have been in the boarding and day schools. At 
the present time there are no funds for adults or 
pre-school children. If the Navajo people want it 
later, there is a possibility that that sort of ar- 
rangement could be made. Teachers will be sup- 
plied for this summer school from the reservation. 

It is to be hoped that the Navajo people will get 
behind this school and make it a success the first 
year. They can make it a success by permitting 
their children to attend this school during the 
months of June and July this coming summer. 

Children from any part of the reservation will 
be eligible upon recommendation of the Special 
Physician in that area. The names will be sent 
to Mrs. Lucy Wilcox Adams, Director of Navajo 
Schools, and she in turn will write the parents 
before June 1 of this year. 

The Indians of the Northwest are patronizing 
such a school; also the Apaches who have contrib- 
uted $50,000 to a year round trachoma school and 
with excellent results, Let us not allow our broth- 
ers to get too much in the lead and have all the 
benefit. I know that the Navajos are a proud race 
and want to do what is best themselves. So, let’s 
all say, “LET’S GO.”—(By DR. J. F. LANE, Special 
Physician, Trachoma). 





RETROBULBAR NEURITIS 
(Continued from page 153) 
disease, (6) early manifestation of either benign or 
malignant brain tumor, and (7) multiple sclerosis. 
The history of the onset of the amblyopia is fre- 
quently the most important single fact obtainable. 
In those cases due to sinus infection, more than 50 
per cent give a history of an upper respiratory in- 
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fection immediately preceeding the eye complica- 
tion. The loss of vision in these cases is usually 
rapid, whereas those due to central lesions progress 
more slowly. There is usually a certain amount of 
lameness of the eye muscles and a varying amount 
of pain when the eyeball is pressed into the socket. 
Inspection of the nose seldom shows any great 
amount of acute pathology. There is usually a high 
deviation or thickening of the nasal septum that is 
sufficient to interfere with both ventilation and 
drainage. Wherein the sputum is badly deviated 
there is usually a concha bullousa on the side of 
the concavity. One seldom encounters retrobulbar 
neuritis in those patients who have a chronic eth- 
moiditis wherein the nose is more or less filled with 
polyps and pus. Roentgenograms of the accessory 
nasal sinuses and optic foramen are usually sug- 
gested, always welcome and seldom of much value. 


TREATMENT 

Treatment varies with each individual case. How- 
ever, certain generalities do obtain. If the onset 
has been gradual there is no great haste in advis- 
ing surgical intervention. There is no question but 
that a certain percentage recover spontaneously. 
When the loss in vision is only slowly progressive or 
stationary, an attempt should be made to bring 
about recovery by employing the more conservative 
measures. ‘These measures consist of topical ap- 
plication of some one of the shrinking agents and 
packing the nose with some one of the non-irritat- 
ing bacteriocidal or bacteriostatic agents plus the 
oral administration of ephedrin or neosynephrin 
hydrochloride in physiologic doses. A certain num- 
ber of the cases respond most satisfactorily to this 
regime. If the vision continues to diminish or if 
the patient is nearly blind and shows no improve- 
ment in 24 hours or at most 48 hours, surgery 
should be employed. The time factor plays an im- 
portant role. The cases with long standing visual 
impairment do not give as good results as those of 
short duration. If surgical intervention is em- 
ployed, a procedure should be selected that will 
offer maximum benefit and minimum hazard. For- 
tunately both can be obtained by a submucous re- 
section and bilateral ethmoidectomy. The sub- 
mucous resection of the nasa] septum is imperative 
if one is to have sufficient working space to inspect 
and exenterate the ethmoid labyrinth without re- 
moving one or both middle turbinates. The middle 
turbinates are important structures and should not 
be removed if the physiology of the nose is to be 
maintained. After the ethmoid cells have been 
opened adequately each middle turbinate is pushed 
laterally in order that the ostia of the sphenoid 
sinuses may be inspected. If these ostia are patent 
and the anterior wall of the sphenoid is covered 
with normal appearing mucous membrane there is 
no advantage in enlarging these openings. If there 
is evidence of pathology of the sphenoid sinuses, 
one is obliged to remove a major portion of the 
anterior wall. If the diagnosis is correct and the 
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surgery adequate there is a definite improvement in 
vision within 48 hours. 


SUMMARY 

1. There is a brief review of the literature. 

2. The onset of the amblyopia is important in the 
differential diagnosis and treatment. 

3. When surgery is necessary it can be per- 
formed in such a manner that the nose is left in a 
physiologically correct state and there will be no 
impaired function. 

4. The opening of the sphenoid sinuses is seldom 
necessary and should not be done as a routine pro- 
cedure. 
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COMMUNICATIONS 





Considerable enthusiasm has been expressed for 
next year’s meeting, as it is the twenty-five-year 
jubilee anniversary of the founding of the South- 


western Medical Association. Dr. Watkins has 
agreed to accept the assignment of working up a 
ceremony and a part of the program having to do 
with this anniversary. It is going to be the attempt 
to center the whole meeting around the reunion of 
the men who founded the organization and all of 
the older men who used to be more active. The 
thought is to have perhaps one to two hour morn- 
ing session or at some time during the program 
during which the men who have been here twenty 
years or more will receive recognition; a few of 
them will be given a short period in which to speak, 
and many of them will be given some form of 
recognition, perhaps presentation of the various ac- 
complishments of these men during the interven- 
ing years. In addition to this, it is thought that 
some doctor such as Dr. Hertzler, who would have 
a@ special appeal for the older men, could give an 
interesting discussion of medical history of the 
West, would make an attractive feature on the pro- 
gram. If this same man could be worked in on the 
scientific program that will be desirable also. 

A second reason why this year’s program should 
be particularly successful is that there is about 
three or four hundred dollars more in the treasury 
for the purpose of putting on the program than we 
had at the beginning of this year. The current 
year’s program was financed entirely by registra- 
tions and by the membership in the Southwestern 
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Medical Association. The El Paso County Medical 
Saciety donated a smoker, I understand, and all of 
the other expenses were cared for by this general 
fund. In spite of this the Association comes into 
the next year with an increase in its balance. For 
this reason I hope we can plan on a more diversi- 
fied program for next year with perhaps ten or 
even a dozen physicians of outstanding qualifica- 
tions participating. It is my feeling that if this is 
done our attendance will be materially stimulated 
and registrations will take care of part of the in- 
crease in expense. 


A third factor is that there have been organized 
sections on Eye, Ear, Nose and Throat and on In- 
ternal Medicine within the Society, the chairman 
of each section to act upon the program committee 
and perhaps help to stir up some interest in those 
particular groups. The interest shown in West 
Texas and New Mexico was rather gratifying this 
year, and with the meeting being held in E] Paso 
next year I believe that we can look forward to 
better support than we have had for a number of 
years from those sections. 


Another thing which occurred to me that might 
help stimulate attendance is to invite all of the 
x-ray laboratories of this section to participate in 
a scientific exhibit. Dr. Rawlings of El Paso has 
been asked to serve as chairman of this Scientific 
Exhibit Committee. If these laboratories will enter 
into the spirit of the thing, as I think they will, as 
they are usually glad to have an opportunity to 
show interesting series of films, I believe that their 
interest should radiate out from the laboratories to 
their contacts with the professional men in their 
localities and should result in quite a material in- 
terest in the Association this next year. 

Another thought expressed at the meeting was 
that if we will choose our subjects which we wish 
to have discussed and select men particularly with 
those subjects in mind that our program may be 
built with more attraction for our members. 

Representing the Eye, Ear, Nose and Throat Sec- 
tion, Dr. Biddle of Tucson is chairman and Dr. 
Spearmen is secretary, I believe. Dr. Hamer is 
secretary of the Medical Section and would be glad 
to assist with the programs from a medical stand- 
point. Dr. R. B. Homan was elected chairman of 
this section. 

Very truly yours, 
HOWELL RANDOLPH, M.D., 
President, Southwestern Medical Association, 
Phoenix, Ariz. 





Solution Procaine Hydrochloride 2% with Epine- 
phrine, 30 c.c. Vials. Each cubic centimeter con- 
tains procaine hydrochloride, U.S.P. (New and Non- 
official Remedies, 1938, p. 74), 0.02 Gm.; epine- 
phrine, 0.05 mg.; sodium bisulfite, 2.6 mg.; benzoic 
acid, 0.3 mg.; sodium chloride, 8.3 mg.; normal hy- 
drochloric acid, 0.0016 c.c.; chlorobutanol, not more 
than 5 mg.; dissolved in distilled water and satu- 
rated with carbon dioxide. The Upjohn Company, 
Kalamazoo, Mich. (J.A.M.A., March 25, 1938, p. 
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General 


The 24th annual meeting of the American Asso- 
ciation of Industrial Physicians and Surgeons with 
the American Conference on Occupational Diseases 
and Industrial Hygiene will be held at the Hotel 
Statler, Cleveland, Ohio, June 5, 6, 7 and 8, 1939. 
A program of timely interest and importance will 
be presented by speakers of outstanding experience 
in all of the medical and engineering problems in- 
volved in industrial health. A cordial invitation is 
extended to all whose interests bring them in con- 
tact with these problems. Information regarding 
hotel accommodations, etc., may be obtained from 
A. G. Park, convention manager, 540 N. Michigan 
Ave., Chicago. 


The forty-fourth annual convention of the Amer- 
ican Academy of Ophthalmology and Otolaryngol- 
ogy will be held in Chicago Oct. 8-13, at the Palmer 
House, a bulletin announces. 

The academy has a membership of about 2,800 
eye, ear, nose and throat specialists and the at- 
tendance at meetings is usually well over 2,000. It 
is said to be the largest organization of specialists 
in the United States. 

Dr. George M. Coats, Philadelphia, is president 
this year, and Dr. Albert C. Snell, Rochester, N. Y., 
is president-elect. 


El Paso 
A regular staff meeting of the Hotel Dieu Sisters’ 
Hospital was held April 4, 1939, at 12:10 o’clock in 
the auditorium of the Nurses’ Home. Luncheon was 
served. The program was as follows: 
“Acute Intestinal Obstruction Due to Torsion of 


the Ileum” Dr. Henry Safford, Jr. 
Discussion by Dr. Hardy and Dr. Bennett 
“Carcinoma of Thyroid with Obstruction of 

Trachea” 
Discussion by Dr. Cathcart, Dr. Gallagher, 

Dr. Waite, Dr. Spearman and Dr. Rheinheimer 


A regular meeting of the City-County Hospital 
Staff was held Apr. 19, 1939, at 6:30 p.m., at City- 
County Hospital. The program was as follows: 
“Sulfapyridine in the Treatment of Pneumonia” 

....Dr. J. Mott Rawlings and Dr. Louis F. Hamilton 
Discussion by 

Dr. Ralph Homan and Dr. John Morrison 





A regular meeting of the El Paso County Medical 
Society was held Apr. 10, 1939, at the Hilton Hotel. 
Mr. H. G. Higbee, federal narcotic inspector for El 
Paso, was a guest of the Society and spoke at 
length on the regulations of the Harrison Narcotic 
Act as it pertains and applies to physicians. A 


May, 1939 


question and answer period was conducted by Mr. 
Higbee. 


A regular meeting of the El Paso County Medical 
Society was held Apr. 24, 1939, at 8:00 p.m., at the 
Hilton Hotel. The scientific program was as fol- 
lows: 

“Immunization in Childhood” 
“Malignancy of the. Middle Ear’”....Dr. F. P. Schuster 
“Personal Experience with Sulfanilamide” 

Dr. M. P. Spearman, Dr. J. Travis 

Bennett, Dr. W. R. Curtis and Dr. S. H. Newman 


A charity tumor clinic is being organized by the 
El Paso County Medical Society and will be known 
as the El Paso County Tumor Clinic. This clinic 
will meet from 1 to 2 p.m. on the second and fourth 
Tuesdays of each month at the City-County Hos- 
pital for the purpose of a group consultation on 
tumor cases referred from the various departments 
of the City-County Hospital and Out Clinic. Pa-- 
tients will then be referred back with recommenda- 
tions to the physician who referred them. Only 
charity patients are accepted at present. 

The chairman, surgeons, pathologists, radiolo- 
gists and internists are expected to be present at all 
meetings. Staff members in the other specialties 
are to be notified and are expected to attend meet- 
ings when there are cases to be presented which are 
related to their respective specialties. 

The tumor clinic committee is composed of Dr. 
L. M. Smith, chairman, and Drs. W. W. Waite and 
J. W. Cathcart. 


El Paso City-County Health Department won 
first place in its division for the fifth consecutive 
year in the national contest staged by the United 
States Chamber of Commerce, according to notice 
received by Dr. L. T. Cox, director. 

The department’s first place award was made for 
the “effectiveness with which the community was 
meeting its health problems,” the notification order 
said. 

The El Paso division includes the states of Texas, 
New Mexico, Arkansas and Oklahoma. 








MISCELLANY 











AS THE LAYMAN VIEWS IT 

Members of the medical profession are some- 
times at a loss to understand the attitude of the 
lawmakers, not only in Michigan, but in other 
states as well, towards the healing cults. The at- 
titude, however, on the port of the legislator is one 
of fair play. He tries to view all those who essay to 
take care of the sick in the same light. To him, 
there are schools of medicine, so-called, and in all 
fairness, each should be given an equal opportunity 
with the others. 
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The members of the regular medical profession, 
however, have a different view. It is with them a 
matter of fair play to the sick and not to those 
who would aspire to care for them. The doctor is 
not and has never been reconciled to the idea of 
“schools” of medicine, interpreted as the various 
healing cults. The state at large has officially dis- 
avowed a belief in cultism. To be more specific, 
there are no state endowed schools or colleges for 
the purposes of teaching the tenets of any cult. The 
state recognizes only scientific medicine. Cultism 
in the matter of the care of the sick should be dis- 
couraged in every way, in the interests of the af- 
flicted who are not in a position to evaluate the 
merits or demerits of healers. 


The regular medical profession has raised its own 
standards. It has made use of such collateral or 
ancillary sciences as chemistry, physics, biology, and 
has built up a body of knowledge that requires not 
only years of special training but one to several 
years of practice before the candidate is deemed 
sufficiently qualified to attend the sick. If there is 
any unfairness, it consists in compelling certain 
young men and women to fulfill the state require- 
ments of medical education and experience and al- 
lowing others to practice after attending cult insti- 
tutions, most of which, so far as we know, are out- 
side of the state. In fairness, every aspirant to the 
healing art should be compelled to qualify in the 
best state recognized schools, of which two are lo- 
cated in Michigan. 


The absurdity of cultism is seen if we could ap- 
ply the term to law or to engineering. Imagine 
having a deed to property written according to 
tenets of a certain legal cult, or the building of a 
bridge according to the peculiarities of a certain 
engineering “cult” with some special theory of 
mathematics. There is only one medicine, that 
which is taught at the University of Michigan or 
Wayne University Medical School, or in similar in- 
stitutions in other states, or highly endowed inde- 
pendent universities throughout the land.—Jo. M. S. 
M.S. 


LIFE EXPECTANCY 


Babies born in 1938 have a 62-year lease on life. 
The total “life expectancy at birth” for the United 
States last year, according to computations based 
on certain estimated factors released recently by 
the United States Public Health Service, was 62 
years. This figure compares with an expectancy of 
60.26 in 1931 and 60.9 as estimated for 1937. 

While still somewhat below the biblical promise 
of “three score and ten,” the life expectancy now 
is almost twice as great as it was 100 years ago. 
For the seven years since 1931 a gain in expectancy 
of 1.74 years is indicated, while a gain of 1.1 years 
is shown in 1938 over 1937. 

The expectation of life at birth, it is explained, 
“is the average age at death of a hypothetical group 
of persons, each of whom is subject to the same age 
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specific mortality rates throughout his lifetime.— 
Jo. F. M. A. 


ISOLATION OF INFECTIOUS DISEASES 


Separate Wards or Rooms Obligatory: 

The following diseases (with the exception of 
rabies) are extremely contagious via the air. 

Whooping cough, measles, chickenpox, smallpox. 
Vectors: air, contact, fomites, carriers. 

In the case of smallpox a separate, isolated wing 
or building should be provided. 

Rabies. Vector: contact with saliva. 

Cubicle Isolation Obligatory When Separate Wards 
or Rooms Are Not Available: 

The following diseases are relatively less con- 
tagious via the air, and, therefore, in case of neces- 
sity due to overcrowding, can be treated together in 
the same ward, provided strict cubicle isolation ob- 
tains. 

Scarlet fever, diphtheria, tuberculosis. Vectors: 
air, food, milk, water, fomites, carriers. 

Poliomyelitis, encephalitis, epidemic. Respiratory 
or alimentary portal of entry undecided; therefore 
vectors not definitely known. 

Meningitis, epidemic, mumps, German measles, 
influenza, bronchitis, pneumonia, acute nose infec- 
tions, acute throat infections. Vectors: air, car- 
riers, fomites. 

Open Wards or Cubicles: 

The following diseases are not air borne and may 
be treated together in either cubicles or open wards, 
provided the strictest aseptic technique is practiced 
by nurses and doctors. 

Gonorrhea, impetigo, erysipelas. 
tact, fomites, carriers. 

Typhoid fever, dysentery. Vectors: 
water, flies, excreta, fomites, carriers. 
Florid Syphilis. Vector: contact. 

Ohio St. Med. Jr. 


Vectors: con- 


food, milk, 


REPREHENSIBLE MEDICAL ENGLISH 
Twelve Valuable Points in the Language of 
Medicine 

1. “Case” must not be used for “patient,” nor 
“cure” for “treatment.” 

2. “Tubercular” means “nodular”; “tuberculous” 
means “infected with the bacillus of tuberculosis.” 

3. “Cystoscope” is a noun and must not be used 
as any other part of speech. 

4. It is possible to “operate a cotton-gin,” but 
it is not possible to “operate a patient”—nor his 
appendiz. 

5. “Acute appendicitis” is common, but an ap- 
pendix cannot be “acute.” 

6. “Acute abdomen” is beyond the pale. 

7. “Pathology” means the “science of disease”; 
it is therefore absurd to speak of “pathology in the 
right lung.” 

8. “Positive serology” is the worst type of jargon; 
apparently “positive Wassermann reaction” is usu- 
ally meant. 

9. “Specific” and “luetic” are convenient to ob- 
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scure meaning from patients’ relatives, but “syphi- 
litic” is better in writing for the medical profession. 

10. It is incorrect to say the patient had “no 
temperature.” One may say that there was “no 
elevation of temperature,” but it is shorter to say 
there was “no fever.” 

11. “Shot” is perhaps the most abused and over- 
worked word in medical literature. Shot is of lead. 

12. Bad spelling is unpardonable, so a good dic- 
tionary is indispensable—Jr. Med. Assoc. Ga. 


THE TREND OF THE TIMES 

A mad world, adrift from traditional moorings, 
and bent upon the institution of weird policies and 
techniques, may be expected to attempt experiments 
with euthanasia, legalized abortion and infanticide, 
for nothing is sacred to the so-called modern mind. 

We shall start with euthanasia, cautiously and 
conservatively, but any kind of a beginning will 
serve as a fulcrum of great potentiality; the possi- 
bilities are fascinating. 

Every argument for legalized abortion is a brief 
for infanticide; and one is no more barbarous than 
the other, a truth which no sophistry can confute, 
for the objectives are exactly the same. Infanti- 
cide, however, should be the preferred technique, 
for it would spare the mother the greater risks of 
abortion as regards morbidity and mortality. Why 
hazard maternal infection, endocrine mischief and 
what not, when the mere killing of a baby would 
insure relative safety? And there is no essential 
difference in the destruction of an organism at 
three months of gestation or at nine months. Our 
vote goes for infanticide. 

No more incredible than the foregoing possibili- 
ties is the effort to inflict upon society political, 
bureaucratic and lay schemes for ordering the prac- 
tice of medicine; here, despite the shortcomings of 
the present system of practice, we have the last 
failure of vision, the last measure of immature and 
irresponsible thought. 

All of these steps are in consonance with the 
“morals” and the bizzare “statesmanship” of the 
day. Such is the trend of the selfish and humor- 
less times.—Medical Times. 


THE EVER-BOILING WITCHES’ BREW 

Each week the Food and Drug Administration re- 
ceives up to a hundred communications from butch- 
ers, bakers, housewives, automobile mechanics, In- 
dian squaws, and other equally unqualified persons 
who are interested in marketing a new food or a 
drug, said Theodore G. Klumpp, M.D., Chief Medi- 
cal Officer of the U. S. Food and Drug Administra- 
tion, in a recent address. Each of them has a de- 
sire to get rich quick, or a yen for pharmaceutic 
experimentation, or a crackpot notion that some 
weed growing in his garden has medicinal value. 
He related that a short time ago he encountered a 
box of red pills sold as “Revivo” pills by a Chicago 
doctor. Upon inspection of the pills it was noted 
that although they were supposed to be the same, 
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there were slight variations in size, and shade of 
red. When analyzed it was found that the package 
was an indiscriminate mixture of three different 
kinds of pills; one was a cathartic, another was es- 
sentially thyroid, and the third contained strych- 
nine. When the physician was investigated, it was 
found that he bought stocks of salvaged drugs from 
various sources, mixed all the red pills together and 
called them “Revivo.” Another collection of pills 
of a different color was labeled “Retardo.” 

“We encountered another drug manufacturer who 
had had on hand a large stock of miscellaneous sal- 
vaged liquid preparations. The liquids were all 
dumped together into a large cauldron, mixed, bot- 
tled, and sold as a liniment. The old Food and 
Drugs Act had no provision for dealing directly 
with practices such as this. In fact, our inspectors 
don’t evén have authority to enter the factory to 
see what’s going on. I’m glad to say, though, that 
most manufacturers do not stand upon a strict ob- 
servance of their legal] rights in this respect.”— 
N. Y. St. Jr. Med. 


10,000 CHILDREN 
Statistical biography of 10,000 children born in 
any one year: 
Who Die— 
1,323 die before the age of 20. 
Who Live— 
34 are crippled. 

15 are deaf or hard of hearing. 

5 are blind. 

17 are visually handicapped. 

260 have defective speech. 

86 are so emotionally unstable or delinquent 
that substituted care is needed. 

8 are so mentally defective, dependent, or 
delinquent that institutionalization is 
needed. 

78 are mentally deficient, and in need of spe- 
cia] classes. 

347 are mentally handicapped, and in need of 
opportunity classes (vocational level— 
manual labor). 

1,214 are dull normal, and in need of occupational 
classes (vocational level — semiskilled 
trades). 

5,206 are normal, and fit into regular grades (vo- 
cational level—skilled trades and small 
business). 

1,301 are bright, making a college education usu- 
ally desirable (vocational level—larger 
business enterprises and professions). 

20 are sufficiently gifted to make professional 
and research education highly desirable. 

—Calif. and West. Med. 


“SLEEPTIGHTS” 

The physician should be aroused to the necessity 
for legislation in the sale of drugs under the head- 
ing of barbiturates which have flooded the market 
in the past five years. These sleep inducers have 
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lengthens lives of diabetic children 


Prior to the discovery of Insulin, diabetes in a child led to severe restric- 


tions in his mode of life and, in most cases, an early death. Today, in contrast, 


there are hundreds of happy, active diabetic children—leading practically 


normal lives with the aid of Insulin. 


More institutions, more physicians, and more patients are using Insulin 


Squibb and Protamine Zinc Insulin Squibb than ever before. They rely upon 


the quality and dependability of these Squibb Products. 


@ INSULIN SQUIBB—An aqueous solution 
of the active, anti-diabetic principle obtained 
from pancreas. It is accurately assayed, uni- 
formly potent, carefully purified, highly 
stable, and remarkably free from pigmen- 
tary impurities and proteinous reaction-pro- 
ducing substances. Insulin Squibb of the 
usual strengths is supplied in 10-cc. vials. 


@ PROTAMINE ZINC INSULIN Squibb— 
Insulin Squibb to which protamine and zinc 
have been added. The product is carefully 
assayed and conforms to the specifications of 
the Insulin Committee, University of To- 
ronto. 

Protamine Zinc Insulin Squibb, 40 units 
per cc., is available in 10-cc. vials. 
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been taken up by the public so generally that their 
use has reached alarming and uncontrolled, though 
not uncontrollable, proportions, and something 
should be done about it. Evidence of the vast 
growth of addiction is the testimony of druggists 
in large cities who claim that sleeping pills are now 
sold as easily and cheaply as aspirins or laxatives. 
Yet they are almost as inherently dangerous as 
morphine. 

Mr. Average MAN, suffering from insomnia, no 
longer seeks the advice of his doctor, but rather 
that of his friend or friend’s friend, and goes to 
the corner drugstore to buy his relief—a relief preg- 
nant with dangers of which he knows nothing. Soon 
enough one tablet is not sufficient and he takes a 
second, and then a third, and so on until the ac- 
cumulative effect renders him a sick man. Any 
number of distressing symptoms may occur, rang- 
ing from acute toxemia, kidney ailment, and sexual 
disorder to temporary mental disturbance, often 
disconcerting to the diagnostician. 

Insomniacs are doping themselves with a score of 
hypnotics sold under a variety of trade names, all 
of which drugs can be purchased without prescrip- 
tion. Unfortunately they are self-administered 
without cognizance of their contingent danger. This 
long line of proprietary medicines originates from 
the first of the barbituric acid derivatives produced 
by the German chemist, Emil Fischer, in 1903, and 
are only a sort of forerunner of what is yet to come. 
Almost every month pharmaceutic manufacturers 
place a new compound on the market. Since we are 
aware that these drugs if misapplied can produce 
irreparably harmful pathological results, should we 
not concentrate on a law which will protect the 
people from these much publicized “sleeptights” ?— 
Wis. Med. Jr. 





The science of medicine is advancing almost too 
fast for assimilation. We must still look to the 
clinician with a broad outlook, to correlate it with 
what must remain equally important, the ART of 
medicine. “Do not fancy yourselves physicians be- 
cause you have acquired the habit of applying to 
the diagnosis of diseases the ingenious proceedings 
by which science has become enriched since the 
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beginning of this century. The admirable diagnostic 
methods—auscultation and percussion—given by 
Laennec to the public for the general good, and of 
which no one is allowed to be ignorant, are in our 
hands what the telescope and magnifying glass are 
in the hands of the astronomer and the naturalist— 
instruments intermediary between external objects 
and the mind; but a magnifying glass will no more 
make a Galileo than a stethoscope will make a 
Sydenham.” 

So said Trousseau nearly eighty years ago. We 
will do well to remember it today.—Bark: Liver- 
pool Med.-Chir. Journal. 
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BOOK NOTES 








THE KNACK OF SELLING YOURSELF. By James T. Mangan. 
Pp. 234; cloth; $2.50; Chicago, The Dartnell Corp.; 1938. 

If you want to be a real sucess, all in the world 
you have to possess, besides, of course, a little 
knowledge of the technical side of your chosen life’s 
work, is, according to the author of this little book, 
an ample supply of expression, promise, guts, ap- 
proach, diplomacy, familiarity, reliability and per- 
suasiveness. Very simple, isn’t it? I think the 
author should have prefaced his book, “Shake well 
(with a grain of salt, of course) before swallowing.” 
If anyone could follow all the suggestions contained 
in this somewhat over-optimistic book the result 
would more than probably be the eighth wonder of 
the world, no less. 

This book, ‘“‘The Knack of Selling Yourself,” how- 
ever, has many redeeming features. Though it 
somewhat reminds me of trying to teach a beginner 
to swim by tying on waterwings and giving instruc- 
tions to be carried out in the bathttub, there is an 
abundance of good sound advice on putting your- 
self across to other people. The Mr., Mrs. and Miss 
“Milquetoasts” of the world could derive much 
benefit from the reading of this volume in the way 
of developing a little ego. 

I have no intention of “damning with faint 
praise’ (to borrow from Alexander Pope), as the 
volume is really of worth; there probably isn’t any- 
one but who could get a few pointers of great value 
from it. The suggestions on public speaking should 
be of special interest to the physician who is asked 
to speak before a meeting, for though the paper 
may be of great interest, much of its value may be 
lost because of the lack of eloquence on the part of 
the speaker. 

The author knows his subject thoroughly and 
conveys his ideas in a clear, concise, interesting 
manner that makes reading easy. If you are of the 
“timid soul” type, or feel that you are lacking in 
aggressiveness, by all means read this book —A. R. 


IMMUNITY PRINCIPLES AND APPLICATION IN MEDICINE 
AND PUBLIC HEALTH. An exposition of biological phenomena 
of infection and recovery of the animal body from infectious 
disease, with consideration of the application of the principles 
of immunity to diagnosis, treatment and prophylaxis and their 
usefulness in the control of epidemics. By Hans Zinsser, M. D., 
professor of bacteriology and immunology, Harvard Medical 
School; John F. Enders, Ph. D., assistant professor of bacteri- 
ology and immunology, Harvard Medical School, and LeRoy D. 
Fothergill, M. D., assistant professor of bacteriology and immu- 
nology and associate in pediatrics, Harvard Medical School. 
Fifth edition of “‘Resistance to Infectious Disease”; The Mac- 
Millan Company; New York; 1939. 


This book contains material as indicated by the 
title and sub-title. 


The authors are men of unusual scientific attain- 
ment, and have had the advantage of large li- 
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braries for obtaining material having to do with 
the subjects on which they write. 


The book is divided into two sections. The first 
deals with principles and theory, and the second 
with special immunological problems and individual 
infections. There are 16 chapters in the first sec- 
tion and 14 in the second. Probably the most in- 
teresting part of section one has to do with hyper- 
sensitiveness. Five chapters of about 100 pages are 
devoted to this subject. They recognize what an 
important part that allergy plays in medicine to- 
day. Chapter 17 on virus disease is probably the 
most interesting and suggestive part of the second 
section. 


We are learning also more and more about vi- 
ruses, and the probabilities are that along with 
hypersensitiveness they will play a more and more 
important role in the medicine of the future. 


The book is thoroughly practical, and is one which 
every physician who is interested in scientific medi- 
cine will wish to keep abreast with medical progress. 
It is recommended to all physicians. 

The work of the publishers is all that can be de- 
sired. There is little, if anything, about the book 
to adversely criticize. One wonders if the bibli- 
ography, which is extensive for each chapter, could 
not have been made to occupy less space by use of 
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smaller type without detracting from the value of 
the book.—oO. H. B. 


GONORRHEA IN THE MALE AND FEMALE. By P. 8. Pe- 
louze, M. D., assistant professor of urology, University of Penn- 
sylvania, consulting urologist to Delaware County Hospital, 
special consultant to United States Public Health Service, mem- 
ber of board of directors, American Social Hygiene Association 
and American Neisserian Medical Society. Third edition, thor- 
oughly revised; 489 pages with 144 illustrations; Philadelphia and 
London: W. B. Saunders Company; 1939; cloth; $6.00 net. 


Little need be said, from the standpoint of a re- 
view, on this excellent text. The author and his 
works are well known, the first two editions having 
been enthusiastically received by generul practi- 
tioners and urologists. 

The revised third edition is an excellent piece of 
work. The chapter on sulfanilamide is beautifully 
written, the author calling attention to the dangers 
of its use. His observations regarding the claims 
made for sulfanilamide in the treatment of gon- 
orrhea correspond with the results obtained by most 
of us who have followed our cases closely. 

Part 3 of the book, entitled, “The Medical Pro- 
fession and Gonorrhea Control,” is very thoroughly 
compiled and is a revelation to us all. 

The book can be thoroughly recommended to the 
medical profession —A. W. M. 
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SCRAPS 


PHOENIX VIA GRAND CANYON 

Suddenly deciding in the face of an El Paso wind- 
storm to take off ... so to Silver City for the 
night . . . and Monday off through snow-clad 
mountains to the Grand Canyon .. . Bright Angel, 
with deer in the yard, sand-blasted woodwork, In- 
dians with hair-ribbons . . . in the dining room, 
welcome place, seeing our one-time professor of 
medicine, Winans of Dallas .. . his charming wife 
and lively daughter Sue .. . hiking up and down 
the rim . . . a sight beyond human comprehension 
. no telephones to stab peace and rest .. . irri- 
tation and amusement over comments by a herd of 
Yankees who could not hush even in God’s presence 
. .. through beautiful piney woods via Prescott to 
warm sunny days again .. . to Phoenix ahead of 
schedule ... ears ringing and legs weary .. . the 
lovely home of Hamer and his partner . . . flowers 
and starry night ... grateful sleep .. . early to 
the place of Council . . . as usual, Walsh of Douglas, 
first to greet us . . . Harbridge again welcoming the 
brothers . . . Bakes, speaking of sinus situation... 
Palmer, signing the boys in . . . exhibitors late in 
setting up their wares . . . Biddle of Tucson, with 
plans for EENT Academy come autumn in El Paso 
... lunch with Williams of Phoenix, one-time anat- 
omy instructor of ours . .. the lovely home of Day 
of Phoenix, old schoolmate ... Lytton Smith, the 
bone man ... Warrenburg, bringer of babies... 
envious of Howell Randolph with his five friendly 
youngsters who yell for Daddy in unison ... if 
never elsewhere Howell is the hero to that brood 
. . . Ochsner of New Orleans holding them spell- 
bound .. . Hal Rice yielding to Smith of Nogales as 
prexy ... Kober presiding . . . Bailey of Phoenix, 
alert in opinions . . . Brown, Mikell and Linton up 
from Tucson ... Yandell saying cheery hellos... 
Prexy Smith asking us for a special blurb for the 
Southwestern . . . Morrison of San Francisco, rais- 
ing an eyebrow over sulfanilamide ... Cary of 
Dallas smiting with lusty blows the enemies of med- 
icine . . . Franklin of Phoenix wondering if we 
were a Republican (never yet!) ... by the way, 
Texas has a standing reward for any Republican 

brought in to a county seat dead or alive . 
Anthony of Gallup and Gregory of Anthony (N. M.) 
boosting for the New Mexico session in Gallup come 
May .. . Cary of Dallas gathering his old students 
together for a chat about old Baylor Med. Coll.... 
Johnson, prexy of Maricopa County, presiding nicely 
over the steaks Friday night . . . Kober of Phoenix 
as busy a greeter as ever . . . Running of Phoenix 
and his lovely wife, a childhood friend of ours .. . 
the Woodmans of Phoenix, great golfers . .. our 
Mrs. winning a prize at the Auxiliary party—oy! 
... Thoeny of Phoenix shakin’ dat foot . . . Swack- 
hamer of Superior signing up for a prize . .. De 
Pinto of Phoenix surprised at our youth .. . Hol- 
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brook disliking some of the dancing at the big 
dinner . . . Varner of El Paso wiring inability to 
appear as fraternal delegate from Texas State... 
Jewell Smith of Phoenix, always pleasant . . 
Sweek, just time to say howdy .. . twitting the 
boosters about last winter’s snow in Phoenix ... 
now the profusion of flowers and bright lawns... 
Yount of Prescott gathering the money .. . cock- 
tails in the patio . . . cocktails in the bar. . . babel 
of tongues . . . relaxing smiles . . . saying good-bye 
to the Hamers and their hospitality . . . off in the 
bright morning with 1,000 to 2,000 grand memories 
of a great session ... so to home to become re- 
acquainted with the two small daughters. 





To turn, now, to the practitioners themselves 
qualified and unqualified. While we have no time 
to trace the development of the universities and so- 
cieties in the south of England which gave degrees 
and licenses in medicine, we may take it that from 
early times Oxford and Cambridge were sending 
out a very limited number of medical men; then 
the surgeons in 1461 (though hampered for nearly 
300 years by their connexion with the barbers), 
the physicians in 1518, and the apothecaries in 
1616, all in turn, received powers to control prac- 
tices in their own subjects. These last were all 
London bodies with fairly firm control over practice 
in the metropolis, but with lessening powers as the 
distance from London increased, so that by the time 


SOUTHWESTERN MEDICINE 


169 


Lancashire was reached their influence was small. 
Probably a lot of the practice that was done in our 
part of the world was, as an act of Henry VIII 
aptly puts it, “to the danger of many of the King’s 
liege people that cannot discerne the uncunnyng 
from the cunnyng.” The act further says that, 
“Common artificers, as smiths, weavers and women, 
boldly and contumably take upon them great cures 
and things of difficulty, in which they partly use 
sorcery and witchcraft, and partly apply such medi- 
cine unto the diseases as be very noyous and noth- 
ing metely thereof.”—Leech: Liverpool Med.-Chir. 
Journal. 





THE UNSPECIFIED PRESCRIPTION 

Some physicians are averse to specifying the 
maker’s name of a proprietary product. 

“I invariably specify Mead’s whenever I can, for 
I feel that when I do not specify a definite brand, 
the effect may be the same as specifying that any 
brand will do. 

“By not specifying exactly, I let down the bars 
to a host of houses, many entirely unknown to me 
and others deserving no support at my hands. 

“When I specify Mead’s, I may be showing fa- 
voritism, but at least I know that I am protecting 
my results. If, at the same time, my self-interested 
act encourages a worthy manufacturer to serve 
me better, I can see no harm in that.” 

Mead Johnson & Company, Evansville, Ind., U. 
S. A., have to depend upon the physician to specify 
MEAD’S because they do not advertise their prod- 
ucts to the public, either directly or through mer- 
chandising channels. 








Every Smith-Dorsey product 
three ways: 


is safeguarded 


We operate a control laboratory for the 
purpose of testing raw materials for purity. 


Finished products are thoroughly tested for 


conformity to label statements. 


No new products are released wiihout sub- 


jecting them to physiological tests. 





Physicians must have prep- 
arations whose ingredients 
and efficacy are of unques- 
tioned value. The steady 
growth of the Smith-Dorsey 
Company from 1908 is the 
best indication that our 
products measure up to 
these requirements 


PHARMACEUTICALS 
YOU CAN 
PRESCRIBE WITH CONFIDENCE 


in Our laboratory is modern and complete 


and is manned by competent university 
trained chemists. No expense is spared 
to make research complete. No prepara- 
tions are ever offered the laity. 


Such is the background of Smith-Dorsey 
products. 


THE SMITH-DORSEY COMPANY, Lincoln, Nebraska 


FOUNDED 1808 
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ETHICAL ADVERTISING 


ro of SOUTHWESTERN MEDICINE may trust our advertisers. 

Our Publication Committee investigates and edits every advertisement 
before it is accepted. It must represent an ethical and reliable institution 
and be truthful or it is rejected. These advertising pages contain a wealth of 
useful information, a world of opportunities. Read them all. 
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